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IN EPILEPSY... 
PREREQUISITE 
FOR 
PARTICIPATION: 
THERAPY 


With the use of medications, 
epileptic students may be enabled 
to participate in many of the same 
activities as other students.’ 


REQUISITE 

FOR THERAPY: 

THE PARKE-DAVIS 
FAMILY OF 
ANTICONVULSANTS 


effective anticonvulsants 
for most 
clinical needs 








bibliography: (1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Willi 





for control of grand mal and psychomotor seizures 


- “< @® KAPSEALS® “In the last 15 years severaj 

: all in new anticonvulsant agents have come into 
clinical use but they have not replaceg 

diphenylhydantoin [DiLantin] as the most effective single agent for a 


variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions,” 





A drug of choice for control of grand mal and psychomotor seizures, pitantin 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in severa| 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottle 
of 100 and 1,000. 













" @ KAPSEALS When it has been d 
i a i j ij onstrated that the combination 
Dilantin and phenobarbital is hel 
in a patient and that these drugs are well tolerated, the use of PHELANTIN, 
capsule providing both drugs, is often a great morale builder because 
enables the physician to reduce the total number of pills or capsules 
patient is required to take. It is less expensive medication and it prev 
the patient from manipulating the dosage.* PHELANTIN also contains meth 
amphetamine (desoxyephedrine) to minimize the sedative effect of pheno} 


barbital. | 


PHELANTIN KapSeals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephec 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 


- - ® KAPSEALS « SUSPENSION  mitontin | 

i On in one of the most effective agents for tt 
treatment of petit mal epilepsy. Relativelj 

free from untoward side effects, miLtontin successfully reduces both tha 
number and severity of petit mal attacks without increasing the frequency) 
or severity of grand mal attacks in those patients with combined petit ma 
and grand mal epilepsy. Also, mMiLonTIN is Considered an excellent choicé 
for initiating therapy in untreated patients.*~¢ 


MILONTIN Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 an¢ 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


= ® KAPSEALS ce ontin is effective in t 

- on in treatment of petit mal and psychomotd 
epilepsy. It provides effective control wit 

a minimum of side effects, frequently checks seizures in patients refré 
tory to other anticonvulsant medications, and does not tend to precipite 
grand mal attacks in those patients with combined petit mal and grand mé 
seizures. For this reason, CELONTIN is useful in treating patients with mo 
than one type of seizure and can be given in combination with Dilantin.” 
















CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 10f 






& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23:151, 1959. (3) Davidson, D. 
Jr., in Conn, H. F.: Current Therapy 1959, Philadelphia, W. B. Saunders Company, 1959, p. 5 
(4) Smith, B., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. T.: New York. 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954. (7) Perlstein, M. A.: Pon 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, S., & Pauli, L.: Pediatrics 17% 
1957. (9) Carter, C. H., & Maley, M. C.: Neurology 7:483, 1957. (10) Keith, H. M., & Ru 
J. G.: Proc. Staff Meet. Maya 33:105, 1958. 
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Use of Gold in the Treatment of 
Rheumatoid Arthritis 


L. MaxweE tt Locxtrg, M.D. 
BUFFALO, N. Y. 


This evaluation was stimulated by the current 
trend of the increasing use of gold salts as a 
part of the complete program of management for 
the patient who has rheumatoid arthritis. Inas- 
much as gold has been used in our clinic since 
1933 it was decided to determine, if possible, 
what additional] benefit gold salts were to the 
patient. A useful aid in this study has been the 
development of code sheets and I.B.M. Punch 
Cards to correlate the data. 

It was found, after considerable research, 
that gold has been used medicinally since 2500 
B.C. when the Chinese applied it externally. The 
first use of gold orally comes from the Bible in 
the chapter of Exodus where Moses triturated 
gold from the golden calf, strewed it over the 
waters, and made the children of Israel drink it 
to demonstrate that there was no physical effect. 
In 1500 Paracelsus believed gold to be the 
universal panacea. Of great interest is the report 
in 1825 when Hahnemann observed its use in the 
treatment of arthritis. Wood in 1893 treated a 
group of his patients who had rheumatoid 
arthritis using gold salts. Then in 1929 Jacques 
Forestier published a report on his large series 
of gold-treated arthritis patients in which he 
showed its beneficial effect. Since then it has been 
used universally with varying enthusiasm. 

Since October 1932, in our clinic 3,120 
patients with rheumatoid arthritis have been 
examined and followed for varying periods of 
time. In the early years not all patients were 
given gold salts as the use was delayed until a 
suitable period of conservative therapy had been 


~~ Read before the Florida Medical Association, Eighty-Fifth 
Annual Meeting, Bal Harbour, Miami Beach, May 4, 1959. 


carried out. This was especially true of the mild 
case. Since 1940, however, it has been given to 
all patients with reversible rheumatoid arthritis 
who were free of other serious organic disease. 
The gold salt was given intramuscularly at 
weekly intervals, and the duration varied from 
one injection to continuous administration over 
a 20 year period. The total amount ranged from 
10 mg. to 12,230 mg. of gold salt. 

Pharmacologically it has been found that dur- 
ing the course of weekly intramuscular injections, 
usually there is 0.4 to 0.8 mg. of gold per 100 cc. 
in the blood plasma. Approximately 1 mg. is 
excreted daily, with a weekly range of 7 to 10 
mg. The synovial fluid does not show an increase 
in concentration. 


In this study, on all patients a detailed 
history was recorded, a thorough physical exami- 
nation made, and pertinent laboratory data and 
roentgenograms obtained, if necessary, for com- 
plete study. The individual program was explained 
in detail to each patient. The average time spent 
with the patient at this initial work-up was one 
hour and 45 minutes. 

The broad program of management of these 
patients with rheumatoid arthritis consisted of a 
minimum of three weeks strict bed rest in the 
hospital at the beginning of the course of treat- 
ment. During this time physical therapy, including 
non-weight-bearing exercises, psychotherapy, anal- 
gesics, sedation, orthopedic aids and _ steroid 
therapy, when indicated, were used along with 
gold salts by intramuscular injection. This group 
comprised the ‘“gold-treated” patients. The 
“control” group followed the same »program 
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RHEUMATOID ARTHRITIS 


Votume XLVI 
NUMBER 7 


Mark specified number in 
columns 6,7,8,9 and 62 





Sex Year of Last 
Visit 
1. Male 
2. Female 
1 2 3 














(6) Family History 


1. Rheumatoid Arthritis 





2. Rh toid Spondylitis 





a 


4. Rh tic Fever 





5. Other Collagen Diseases 





(7) Possible Precipitating 
Factors on Initial or 
Recurring Attacks 


. Respiratory 
Infection 
. Emotional Upset 


| 


. Trauma 


w 


—__ 4. Pregnancy 


—_____._ 5. Surgery 

















Age at Onset Diagnosis 
1. 1-12 
2. 13-19 1. Gout 
3. 20-29 2. Rheumatoid 
4. 3-39 Spondylitis 
5. 40-49 3. Rheumatoid 
6. 50-59 Arthritis 
7. 60-69 
8. 70-79 
9. 80 
4 5 
(8) First Symptoms (9) First Area 
Involved 
aan % Palle me 1. Hand 
Joints 
2. Swelling ee 
3. Stiffness ———— 2 
4. Fatigue —_._ 4. Shoulder 
——um § Fover mms Se Came 
6. Loss of ——._ 6. Ankle 
Weight 
ee —e 
—— | 
——._ 9. Spine 





Status at First Visit 


A.R.A, 
Class Stage Activity 
1.1 a8 1. None 
2. 2. il 2. Mild 
3. Hl 3. Hl 3. Moderate 
4. 1V 4. 1V 4. Severe 
10 Yi 12 














Mark 1 for a Yes answer in numbers 13 


thru 67 unless there is a choice of numbers 





Associated Physical Findings 


13 Nodules 





14 ____. Cardiovascular 
Disease 


1. Cardiac 
2. Vascular 


Hepatomegaly and/or 
Splenomegaly 


15 





16_____ Others 
1. lritis 
2. Urethritis 
3. Raynaud’s 
4. Renal Stone 
5. Psoriasis 


a 


except they received small doses of a hemolytic 


streptococcus vaccine in place 


Only patients who had been observed weekly, 
by the physician, for a minimum of three months 


were included in this study. 


Gold sodium thiomalate (Myochrysine) was 
used generally, but a small group was treated 


Special Studies-First Exam 


18 ______ Sed. Rate 
1. Normal 2. Increased 
19 _____ Anemia 
HB <80% or 11.5 grams 
RBC< 4,000,000 
Hematocrit <40 


7. WEE 
1. under 5,000 
2. between 5,000 & 10,000 
3. over 10,000 


21____._ Urinalysis 
1. Normal 2. Abnormal 
22 - Uric Acid 
1. Normal 2. Increased 


23____._ Miscellaneous 





Figure 1. 


of gold salts. 





Special Studies-During Therapy 


24____. Sed. Rate 
1. Normal 2. Increased 
25_____. Anemia 
HB< 80% or 11.5 grams 
RBC< 4,000,000 
Hematocrit< 40 
26. WBC--under 5,000 
27 _____ Urinalysis 
1. Normal 2. Abnormal 
28______- Uric Acid 
1. Normal 2. Increased 
2, ts E. Cae 
30____. Photograph 
31 Special Tests 





with aurothioglucose (Solganal). It was given 
intramuscularly at weekly intervals beginning 
w:th 10 mg., then 20 mg., increasing to 40 mg. 
weekly for the major part of the gold salt ther- 


apy. A 24 gauge 34 inch needle was used and the 


material injected into the deltoid muscle. This is 
more convenient than the gluteal area. When 
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Previous Therapy 




















Therapy in this Clinic 
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Results of Gold Therapy 
























































2_____ Salicylates 42 Hospitalization 51 Improvement at time of 
evaluation 
3 Bufferin 43 Gold 1, Complete 3. Mild 
2. Moderate 4. None 
4 Sensitivity to 44 Anti-malarials 52 Improvement 
Salicylates 1. Grade | 3. Grade III 
45 Oral Steroids 2. Grade || 4. Grade IV 
5______ Steroids or ACTH 
46 1.A. Steroids 53 Glossitis 
36 Gold 
47 ACTH 54_____—Dermatitis 
37. _\Vaccine 
48 Vaccine 55 Abnormal Blood Findings 
38 Anti-malarials 
49 Basic Program 56 Abnormal Urine Findings 
39_______Vitamin D (Mainly Rest) 
57 Other chang 
40 Special Diet 50 
58 Use of BAL 
41 
59 Gold Salt Dosage 
1. less than 300 mg. 
2. 300-500 
3. 500- 1,000 
4. 1,000-2,000 
5. over 2,000 
Response to Steroids 
(68) Complications of Disease Duration of Treatment 
60. Improvement at time 
of evaluation 1. Cardiac 1, Exam or Consult only 
61 Osteoporosis 2. Less than one year 
—______ 2» Renal 3. Two years 
62 Infection during course 4. Three years 
3. Periarteritis 5. Four years 
63 Ulcer sympt 6. Five years 
—___4. Scleroderma 7. Six years 
64 Cardiac symptoms 8. Seven years 
5. Lupus erythematosis 9. Eight years 
65 Cushing’s syndrome 0. Over eight years 
6. Amyloid 
66 Addiction 69 
7. Purpura | 
67 Died while on steroids 
Status at time of Evaluation Result of Therapy at last Visit Patient Name 
A.R.A. 
1, Complete Recovery 1. Grade | 
Class Stage Activity 2. Moderate Improvement 2. Grade II 
a | 1. None 3. Mild Improvement 3. Grade III 
2 I 2 2. Mild 4, No Improvement 4. Grade IV Number 
3. il 3. tl 3. Moderate 
4 IV 4, IV. 4. Severe 
73 74 77 78 79 #80 





[J CIC 





500 mg. had been given, the weekly dosage was 
modified on the basis of the patient’s clinical 
status. If marked improvement had occurred, the 
dosage was gradually decreased. Otherwise, the 
40 mg. of gold salts was continued at weekly 
intervals until 900 to 1,000 mg. had been given, 


|_| - 





Figure 2. 





| | | 








and then the weekly dosage decreased as im- 
provement was noticed. Finally, all patients, at 
the end of the period of decreasing dosage, were 
given 10 mg. per month for years. 

At each visit, prior to injection, the patient 
was questioned concerning signs of sensitivity, 
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Figure 3. 


especially glossitis or dermatitis. A complete blood 
count and urinalysis were obtained every three 
or four weeks. With these precautions, any 
evidence of sensitivity was detected immediately 
and controlled by decreasing the weekly dosage. 
If the reaction was persistent, the gold was 
stopped. There were no deaths in our series. 
Strict observance of these precautions has been 
followed, and it is with pride that it can be 
reported that no serious reactions have been 
observed. In those patients who have shown 
some evidence of sensitivity, at least 50 per cent 
are able to resume gold salt therapy on a reduced 
dosage schedule. 

The data obtained as a result of. this study 
are best summarized in tabular form. 


Total Group Comparison 


Gold-Treated 
(min. 300 mg. gold salt) 


Response to Treatment Controls 


ESS ee Senge meen te 213 (57%) 219 (38%) 
NR Satter, oo eR odd 130 (35%) 270 (48%) 
ee 26 ( 7%) 77 (11%) 





369 patients 566 patients 
i Summary 

Thus it is noted the patients receiving at 
least 300 mg. of gold salt. had 19 per cent better 
chance of complete recovery or of major improve- 
ment. It also has been our experience that gold 
salt therapy may be continued over a period of 
many years. If evidence of sensitivity occurs, 
when it subsides, further gold salt treatment may 
be continued in 50 per cent on a reduced basis. 
No serious or fatal reactions have been observed 
in our group of patients. 


40 North Street. 
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Mucoceles: Their Diagnosis and Treatment 


James R. CHANDLER Jr., M.D. 
MIAMI 


The incidence of mucoceles of the frontal and 
ethmoid sinuses is infrequent, but not especially 
rare 

The characteristic clinical picture presented 
by mucoceles facilitates the task of rendering a 
diagnosis. Because of the encroachment of mu- 
coceles on the orbit, patients usually first consult 
the ophthalmologist. If the diagnosis is made 
early, the operative intervention required is not 
extensive, a fact which favors the minimizing of 
deformity and the likelihood of a more successful 


result. 
Definition 

A mucocele is a collection of thick mucus 
which fills a sinus with erosion and some destruc- 
tion of its osseous walls. In most instances, the 
color of the thick mucus varies from white to 
dark green, and its appearance is like that of 
axle grease. White creamy material suggests pus 
which may or may not culture out organisms. 
More commonly, the material is sterile. A defi- 
nite distinction should be made between typical 
mucoceles and cysts containing serous fluid with- 
out erosion of bone. Cysts may occur in any 
sinus, although more commonly in the antrum, 
and should not be confounded with true mu- 
coceles.1 

Almost invariably mucoceles involve the fron- 
tal sinus though they do not necessarily originate 
there.2 There have been sporadic case reports 
of mucoceles involving or originating in the an- 
trum? or sphenoid sinus,*:-> but the anatomic 
relationships described, the nature of the con- 
tents of the cyst, and the lack of histologic proof 
of its lining membrane suggest that these lesions 
were not true miucoceles. It is common belief that 
mucoceles originate in an ethmoid cell, secondarily 
expanding to the frontal sinus. Clinically, how- 
ever, the large majority of mucoceles should be 
assumed to have their origin in the frontal sinus. 

Enlargement of the osseous confines of the 
involved sinus cavity is a prerequisite for the 
diagnosis. Indeed, destruction of one of its walls 
and encroachment upon adjacent soft tissues are 


From the Department of Surgery, Division of Otolaryn- 
gology, University of Miami School of Medicine. 
_ Read before the Florida Society of Ophthalmology and 
Otolaryngology, Bal Harbour, Miami Beach, May 2, 1959, 


features that typify the clinical diagnosis of mu- 
coceles. Prior to this development, the processes, 
unless infected, are completely asymptomatic. 


Etiologic Considerations 


Goblet cells and mucous glands are a normal 
component of the respiratory epithelium lining 
the paranasa] sinuses. A mucocele, in common 
with all other cysts, is certainly the result of a 
secreting membrane lining a closed cavity. The 
origin of this membrane may be either that of the 
sinus itself or the result of obstruction of one of 
the ducts of a mucous gland. I am inclined to the 
view that in most patients it is the former, though 
it has been pointed out that a mucocele does not 
always fill the entire frontal] sinus.2 It is nonethe- 
less difficult to understand how the bony floor 
of the frontal sinus can be eroded completely by 
a cyst within the sinus which has not yet expand- 
ed sufficiently to fill the entire cavity. 


Obstruction of the nasofrontal duct by any 
means provides the essential steps for the de- 
velopment of a mucocele: a secreting membrane 
and no exit for its secretions. This fact explains 
the pronounced predilection for involvement of 
the frontal sinus. Its duct is relatively long and 
tortuous and may become occluded by various 
causes. Osteomas, deviation of the nasal septum, 
hypertrophied middle turbinates and ethmoid 
bullae, previous intranasal and externa] sinus 
operations, polyps and hyperplastic mucous mem- 
branes secondary to chronic nasal and sinus infec- 
tions, and external trauma are some of the likely 
causes of obstruction in the concerned area. Even 
Paget’s disease has been mentioned as a respon- 
sible factor.® 


The sphenoid and maxillary sinuses with their 
ostia, which are relatively large openings in their 
anterior and medial walls, respectively, are not 
very likely to become obstructed in the manner 
previously described. The ethmoid labyrinth 
presents a somewhat different situation, but in 
general, has no ducts as such, but ostia which 
communicate freely with each other and the nasal 
cavity. It is believed by some workers? that the 
ethmoid cells may become obstructed and develop 
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mucoceles, but that these processes expand up- 
ward into the frontal sinus and present themselves 
in the typical fashion already recited. 
Microscopic examination of the lining of a 
mucocele usually reveals patches of ciliated re- 
spiratory epithelium scattered among cuboidal 
and pseudostratified nonciliated columnar epithe- 
lium. Even in those mucoceles definitely nonpuru- 
lent and sterile on culture, inflammatory cells 
consisting mainly of lymphocytes and plasma cells 
are found to be prominent. In some instances, 
many mucous glands are seen, and in others, few 
or none. The histologic appearance of the lining 
in most of the subjects supports the view that the 
mucosa is that of the former frontal sinus. 


Diagnostic Aspects 

Since most mucoceles develop in persons with 
no pre-existing nasal or sinus disease, the patient’s 
complaint is merely that of a painless swelling of 
the upper eyelid. The swelling appears insidiously 
and enlarges very slowly. In some persons the 
history of nasal obstruction owing to polyps or 
septal deviation can be obtained. Polypectomies 
and intranasal and external sinus operations may 
have been performed at some previous time. 
Trauma to the frontal sinus and region of the 
nasofrontal duct is occasionally a prominent fac- 
tor in the history. 

Visual disturbances are unusual, except in far 
advanced or neglected situations, because the 
proptosis is gradual in onset and slow in develop- 
ment. Diplopia is uncommon although binocular 
vision may be lost. Occasionally, ptosis of the 
upper lid will interfere with vision to the extent 
that this is a presenting complaint. 

External examination reveals a characteristic 
fullness of the upper eyelid in its medial portion 
with a variable degree of downward and lateral 
displacement of the globe. There may be residual 
scars from previous operations. Visual] acuity is 
unimpaired. Palpation discloses a fluctuant, non- 
tender mass which seems to originate from the 
floor of the frontal sinus just beneath or from the 
supraorbital rim above the inner canthus of the 
eye. 

Intranasal examination is important, but it 
may reveal no abnormality. In approximately 40 
per cent of patients, however, a clue to the etiology 
and intranasal extent of the lesion may be ascer- 
tained. Polyps with or without pus may be seen 
in the middle meatus. Indications of previous 
jntranasal operations may be visualized. There 
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may be a large ethmoid bulla, or a fullness involy- 
ing the bulla and middle turbinate owing to the 
downward extension of the mass. Posterior rhinos- 
copy usually proves noninformative, although 
polyps and pus are sometimes visible. The his- 
tory previously elicited from the patient often 
conforms to the findings on examination. 

As in other diseases of the nose and paranasal 
sinuses, the diagnosis of a mucocele is made on 
clinical grounds. Rarely are roentgenograms help- 
ful other than as confirmatory evidence. They 
are useful, however, in demonstrating the actual 
size of the mass, since, like an iceberg, the size 
of the visible and palpable process is not predict- 
ably related to its extent in other directions. The 
findings vary according to the stage of develop- 
ment, but in most subjects are so typical that the 
diagnosis can be made from the roentgenograms 
alone. Perhaps the most constant change is ob- 
scuration and obliteration of the medial portion 
of the supraorbital rim as viewed in the Waters 
position. The roof of the orbit may appear flat- 
tened and displaced inferiorly along its supero- 
medial margin. In addition, the normally scal- 
loped superior margin is smooth and rounded 
with a halo of increased density. This is observed 
better on the roentgenogram in the Caldwell posi- 
tion. The over-all density of the lesion itself may 
be moderately opaque or unchanged from the 
normal depending on the extent of bone resorp- 
tion. Aspiration of the contents of ‘the lesion 
through a large bore needle, and injection of a 
radiopaque substance will portray more vividly 
the posterior and inferior extent of the lesion. 
In selected patients, erosion of the posterior fron- 
tal sinus plate can be demonstrated by means of 
these studies. Although occasionally helpful, I do 
not advocate this as routine procedure. 

The rare mucocele which originates from, or 
involves the lateral extent of the frontal sinus or 
a laterally placed orbitoethmoid cell, and presents 
in the midroof or superolateral angle of the orbit 
may lead to difficulty in differentiating the process 
from a cyst or tumor of the lacrimal gland. 
Usually the former is not so far lateral. By 
everting the upper lid a portion of the gland can 
be seen to be separate and movable, as opposed to 
the mucocele which is more medial and nonmov- 
able. Lesions of the lacrimal sac present low 
enough to be distinguished easily. Orbital tumors 
generally arise more posteriorly and do not pre- 
sent a discrete, fluctuant mass in this characteris- 
tic location. Osteomas and other tumors of the 
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bone are distinguished by their hardness and 
solid: ty to palpation as are fibromas and other 
tumers arising from adjacent soft tissues. Epi- 
derroid cysts of the frontal bone may present as 
typical mucoceles, but usually are quite lateral as 
well as being uncommon.? A meningeal tumor 
may present in this region to produce some dif- 
ficuliy, but again this is rare. Hemorrhagic cysts 
simulate mucoceles, but cannot be diagnosed pre- 
operatively.8-° Meningoceles present in the mid- 
line and are congenital lesions. 


Management 


Difference of opinion exists concerning the 
precise type of surgical procedure to employ in 
the treatment of these lesions. Some workers!9-13 
advocate an external approach, though differing 
greatly on the question of whether or not to pre- 
serve the nasofrontal duct, and if so, how. Good- 
year!4 stands out as strongly advocating an intra- 
nasal approach with preservation of the lining of 
the mucocele except the removed portion of its 
floor. He contended that nature cannot be im- 
proved upon, and that this is the best possible 
lining for the necessary drainage tract from the 
cavity of the mucocele into the nose, and if it is 
permitted to remain undisturbed, the tract can- 
not stenose or close. This reasoning is sound and 
warrants trial by others. Reverchon and Worms?® 
reported the cure of a patient after the accidental 
puncture of the thin intranasal wall of a mucocele 
by a stylet. 

After using the external approach, Simonton!° 
recommended complete removal of the lining, but 
Kaplan, Schwartz and Metson!® and McNally, 
Stuart and Childe!7 recommended it only when it 
is feasible, not objecting at all to leaving some 
remnants, particularly over dural exposures. Tubes 
of rubber, acrylic and tantalum have been used to 
drain the operative cavity intranasally through 
the anterior ethmoid with or without an anterior 
or complete ethmoidectomy and removal of all 
or a part of the middle turbinate. Goodale!* 
originated the use of a tantalum foil sheet to pre- 
vent adhesions between the orbital contents and 
the nasal septum and medial portion of the oper- 
ative cavity. More recently, Goodale and Mont- 
gomery!® advocated the use of the osteoplastic 
flap for improved exposure and the implantation 
of fat to obliterate completely the cavity. 

That none of these procedures has been uni- 
formly or even highly successful is well known, 
a fact which gives one pause seriously to consider 
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Weille’s report.1* At a leading training institu- 
tion, the failure rate for external sinus surgical 
procedures, that is, for those necessitating addi- 
tional surgical intervention, was 34.5 per cent. 

If this discouraging rate is to be improved, 
it is my opinion that several prerequisites are 
necessary for the correct handling of these lesions. 
The following three essentials are indicated: 

1. An external approach for adequate ex- 
posure and visualization; 

2. Complete removal of the lining of the 
mucocele; 

3. Establishment of wide drainage into the 
nose by removal of the entire anterior ethmoid 
labyrinth and the middle turbinate. 

The operative procedure followed is essential- 
ly that described so well by Lynch?® in the orig- 
inal description of the procedure which bears his 
name. 


Operative Technic 


Intratracheal anesthesia is preferred. The 
eyelids are closed with a mattress suture over 
bolsters of 1 cm. sections of % inch rubber band. 
A curvilinear incision is then made in the upper 
eyelid beginning just below the eyebrow at its 
medial third and carried around the inner can- 
thus of the eye about midway between it and the 
midline of the nose. Preliminary infiltration of 
Xylocaine solution, 1 per cent (with epinephrine) , 
aids significantly in hemostasis. Depending upon 
the size of the lesion, the incision can be extended 
laterally into the eyebrow through its full extent 
or over the bridge of the nose into the other 
eyebrow. If necessary, further exposure superiorly 
can be had by extending the incision vertically in 
the midline of the forehead. One should not hesi- 
tate to divide the supraorbital vessels and nerve. 
The small incision is practically indiscernible, 
and even its extensions do not prove objection- 
able. 

In elevating and freeing the periorbita from 
the mucocele, an effort should be made to prevent 
opening into it, as long as possible, since this aids 
the somewhat difficult dissection at this point. 
The anterior ethmoid vessels are identified, silver- 
clipped and divided. Extreme care must be exer- 
cised at this point not to tear the periorbita be- 
cause this location is the likely one for this mis- 
hap. The resultant protrusion of orbital fat into 
the operative cavity interferes with vision and 
contributes to undesirable postoperative granu- 
lations. The dissection is carried back to the pos- 
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Fig. 1.—Characteristic location and appearance of 
mucocele. 
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Fig. 2.—Note clouding of antra, absent right frontal 
sinus and large area of bone erosion superomedial to 
left orbit. 


terior ethmoid vessels which remain undisturbed. 
The trochlea is not identified as such, but in ele- 
vating the soft tissues in this area, all manipula- 
tions are made directly on bone. If this precaution 
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is pursued, postoperative diplopia will be minimal 
or absent. Inferiorly, this lacrimal sac is elevated 
gently out of its fossa to expose the entire medial 
wall of the orbit. 

At this point, the mucocele is entered and its 
extent noted. In approximately 50 per cent of the 
patients, a dehiscence in the posterior frontal 
plate is observed. Meticulous removal of the lining 
of the mucocele is now accomplished, exercising 
special care to remove its every vestige. Problem 
areas are lateral] and posterior extensions into 
narrow crevices, superiorly in the case of large 
lesions, and over the dural exposures where the 
two membranes are closely adherent to each other. 

If there is any question concerning the supe- 
rior extent of the lesion, a portion of the anterior 
sinus wall can be removed. In doing so, at least 
1 cm. of bone at the supraorbital rim should be 
preserved so that no deformity will develop. The 
periosteum over this strip of bone must also re- 
main intact to avoid possible bone necrosis, be- 
cause the blood supply is derived from the peri- 
osteum. Use of warmed laryngeal mirrors is help- 
ful in assessing the superior reaches and the state 
of very large cysts. 

Since in most patients, the nasofrontal duct 
has been completely distorted and even destroyed 
by the lesion, it is not identifiable as such and 
need not concern the surgeon. As Weille!* de- 
scribed it, this area is the constricted area in the 
“hour glass” appearance of the final operative 
cavity. 

The complete floor of the frontal sinus should 
be removed. Posteriorly and laterally in the roof 
of the orbit, caution should be taken that there is 
no overhang of bone in relation to the orbito- 
ethmoid cells with possible residual fragments of 
mucous membrane. With a Spratt mastoid curet, 
all ridges must be lowered and removed, per- 
mitting a smooth surface to remain in all direc- 
tions. In the hands of experienced operators, motor 
driven burrs have proved satisfactory for the con- 
duct of this procedure. 

All ethmoid cells, the middle turbinate, and 
the paper plate of the ethmoid anterior to the 
posterior ethmoid vessels and nerve are removed. 
The mucosa of the septum must not be injured. 

In patients with pre-existing, extensive sup- 
purative and polypoid sinus disease, the remaining 
ethmoid cells are removed, and also the anterior 
face of the sphenoid sinus, its lining and contents. 
Commonly, a Caldwell-Luc operation is performed 
at the same time. 
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The operative cavity is then packed loosely 
with petrolatum-impregnated gauze brought out 
through the nose. The incision is closed with fine 
subcutaneous and dermal sutures and a mild pres- 
sure dressing applied for 48 hours. The eyelid su- 
tures remain in place unti] the packs are removed 
and the dressing abandoned. Sutures are removed 
in four to six days. Postoperative antibiotics are 
administered routinely for seven days. 

These patients run a comfortable postoperative 
course and leave the hospital on the sixth to tenth 
postoperative day. By this time, the proptosis has 
largely subsided except for some edema of the 
lid, which may persist for perhaps 10 days longer. 


Report of Representative Cases 


Case 1—A Negro man, aged 21 years, presented a his- 
tory of nasal obstruction of 10 years’ duration. Intra- 
nasal polypectomies had been performed in 1952 and in 
1953. Two months prior to admission, a swelling de- 
veloped above the left eye. Purulent nasal discharge and 
complete nasal obstruction had persisted. 

Examination revealed a 1.5 cm. cystic swelling in the 
left upper eyelid displacing the globe downward and out- 
ward. Polyps and pus completely filled both nasal cavi- 
ties and choanae (fig. 1). Roentgen studies revealed 
clouding of all sinuses with some bone erosion in the roof 
of the left orbit (fig. 2). 

At operation on May 26, 1958, at Jackson Memorial 
Hospital, a cyst containing 45 cc. of white, creamy mate- 
rial was found. There were erosion of the sinus floor and 
a 6 cm. dural exposure posteriorly. Polyps and pus were 
present in all the sinuses. The entire floor of the frontal 
sinus was removed and all anterior and posterior eth- 
moid cells and their contents exenterated. The anterior 
wall of the sphenoid sinus and its contents were re- 
moved and a Caldwell-Luc procedure performed. Culture 
of the mucocele’s contents revealed a variety of micro- 
coccus, coagulase-negative. 

Petrolatum gauze packs were removed on the first and 
second postoperative days. The postoperative course was 
uneventful, and the patient was discharged on the seventh 
postoperative day. On September 18, an external fronto- 
ethmosphenoidectomy and a Caldwell-Luc procedure 
were performed on the opposite side. He has been well 
and asymptomatic since. 

Case 2.—A white man, aged 78 years, had first noticed 
a swelling just above his left eye about two months prior 
to admission. The swelling gradually increased in size 
until the patient consulted an ophthalmologist because it 
interfered with his vision. The lesion was aspirated twice 
with prompt recurrence, after which the patient was 
referred for further treatment. 

There was no history of previous sinus disease. 

Examination revealed a soft, 4 cm. cystic mass just 
above the left inner canthus. The mass protruded below 
the supraorbital ridge and displaced the globe outwards 
and downwards. Intranasal examination revealed no ab- 
normalities (fig. 3). Roentgen studies disclosed poorly 
defined margins of the frontal sinuses with some cloud- 
ing of both, more pronounced on the right (fig. 4). 

At operation on March 28, 1958, at Jackson Memorial 
Hospital, the cyst was found to contain about 45 cc. of 
white, creamy material. Also, there was erosion of the 
intersinus septum and the floor of the frontal sinus. 
There was a 6 cm. dural exposure posteriorly. The lining 
membrane was completely extirpated, and the entire 
anterior ethmoid labyrinth and anterior two thirds of the 
middle turbinate were removed. 

A loose petrolatum gauze pack was removed on the 
second postoperative day. Contents of the cyst were ster- 
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Fig. 3.—Characteristic location of mucocele but with 
complete closure of left eye due to involvement of 
upper lid. 





Fig. 4.—Note the pathognomonic downward and 
lateral displacement of the superomedial border of the 
left orbit. 
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Fig. 5.—Typical location of lesion through unusual 
extension media'ly in glabellar region. 





Fig. 6.—Note clearly defined area of bone absorp- 
tion practically in midline with involvement of both 
ethmoid labyrinths and disappearance of normal cribri- 
form plate contour. 


ile on culture. The postoperative course was uneventful, 
and the patient was discharged on the sixth postoperative 
day. 

One month postoperatively, some edema of the lid and 
tenderness over the operative site developed. The tempera- 
ture was 100.4 F., and slight amounts of pus were seen in 
both sides of the nose. He was treated with Achromycin 
and nose drops for six days with prompt disappearance 
of all signs and symptoms. He has been completely well 
since. 

Two months postoperatively, he underwent a success- 
ful cataract extraction in the ipsilateral eye. 

Case 3—A Negro woman, aged 55 years, first noticed 
a swelling between her eyes at the root of her nose about 
five weeks prior to admission. Gradual increase in size 
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with some tenderness occurred. She was seen first in the 
Eye Clinic and then referred to the Ear, Nose and Throat 
Clinic. She had complained of intermittent frontal head- 
aches for five years. 

Examination revealed a 4 cm cystic mass between her 
eyes in the glabellar region. Intranasal examination re- 
vealed a prominent left middle turbinate, but otherwise 
was not unusual. The remainder of the examination gave 
negative results except for a 2 cm. nodule in the left lobe 
of the thyroid gland (fig. 5). Roentgenograms revealed 
erosion of bone in the glabellar and frontal region (figs. 
6 and 7). 

At operation on Sept. 19, 1957, at Jackson Memorial 
Hospital, extensive bone destruction in the frontal and 
glabellar regions was found to be due to a large cyst 
containing approximately 3 ounces of dark green, thick 
viscid material which looked like heavy motor oil. A good 
portion of the nasal bone and nasal process of the frontal 
bone was absent anteriorly. Inferiorly, the entire floor of 
the frontal sinus was absent as well as all the cribriform 
plate area and the superior third of the nasal septum. 
Both ethmoid labyrinths were completely replaced by the 
lesion. The dural exposure in this region was 4 cm. in 
diameter. 

The entire lining was removed with many filaments 
of the olfactory nerves being severed in the process. Many 
small discrete cerebrospinal fluid leaks resulted. A small 
isolated, right frontal sinus was found, its floor removed 
and 5 cc. of thick mucus evacuated. This was thought 
to represent a second incipient mucocele. Gelfoam was 
placed over the cribriform plate area and maintained in 
position by carefully placed petrolatum gauze packs 
brought out through both sides of the nose. Culture was 
sterile. 

The postoperative course was uneventful. The last 
pack was removed on the seventh postoperative day. The 
patient was transferred to the Surgical Service five days 
later for excision of the thyroid nodule. 

She has remained well since her operation, but has 
been reluctant to come in for the advised plastic restora- 
tion of her normal facial contours (fig. 8). 





Fig. 7.—Lateral view showing destruction of nasal 
bones and nasal process of frontal bone. 
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Summary and Conclusions 


A mucocele is a collection of thick mucus 
which fills a sinus cavity. It is associated with 
erosion and some destruction of the osseous walls 
of the accessory sinus cavity. 

Obstruction of the nasofrontal duct by any 
means provides essential steps for the development 
of a mucocele: a secreting membrane and no exit 
for its secretions. This very fact explains the pro- 
nounced predilection for involvement of the front- 
al sinuses. Because of their large ostia, the sphe- 
noid and maxillary sinuses are not so likely to 
become obstructed. 

Diagnostically, the history is that of a painless, 
sowly enlarging swelling of the upper eyelid. 
There may be symptoms and signs of previous 
nasal or sinus disease. In some persons, intranasal 
or external sinus operations may have been per- 
formed at some time. Since the diagnosis of a 
mucocele is made largely on clinical grounds, 
roentgenograms have only limited value. They 
should not be omitted, however, in the steps lead- 
ing to a comprehensive diagnosis. 

The management of mucoceles is by surgical 
intervention, the technic of which is detailed in 
the text. The objective is to eradicate the mass 
with minimal external deformity. 
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Fig. 8.—Postoperative deformity. Except for the 
removal of sharp edges, no bone was removed anterior- 


Note insignificant scar of incision. 
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Plastic Surgery of the Breast 


D. RAtPpH MILzarp Jr., M.D. 
MIAMI 


The normal female mammae, with the primary 
function of lactation for feeding the young, can be 
defined scientifically as two hemispheric sacs of 
skin filled with adipose and glandular tissue lying 
within the superficial fascia on the front of the 
chest wall between the second and sixth ribs. Just 
below center of each eminence is the mammary 
papilla which is composed of erectile tissue, en- 
circled by a pigmented areola and perforated by 
many lactiferous ducts. Artistically, the ideal 
normal female breast can be described as coned 
in contour, smooth in tone, gracefully symmetric, 
delicate in coloring, and through the ages an in- 
spiring subject for poet, artist and sculptor. 

In relatively recent years in this country 
breast feeding has been largely replaced by 
bottled formula. Thus it might be said breast 
focus has shifted from the functional to the cos- 
metic. It is natural that all women would prefer 
to have breasts of normal size and shape, but with 
this increase in importance of breast appearance, 
this desire has been intensified until in some it is 
almost an obsession. The surgeon’s duty does not 
seem to be in opposing or justifying this trend 
but rather in surgically assisting, within reason- 
able limits, those who are uncomfortable, un- 
happy or severely psychologically disturbed. 


Virgina] Hypertrophy 


In the extreme form of virginal hypertrophy 
breasts so tragically huge develop in a teen age 
girl that normal activity is severely curtailed. Not 
only does she suffer from backache, poor posture 
and a drag on her spirit but in dancing, riding, 
swimming or tennis the momentum of her mam- 
mae becomes an actual hazard. This is a condition 
in which surgical correction is indicated, but out 
of respect for the blood supply to the nipple and 
skin, reduction and reshaping are carried out in 
two stages (fig. 1). In the first stage a block of 
glandular tissue is removed from the upper center 
of the breast and the nipple is lifted into its cor- 
rect position.1-3 The skin is draped about the 
gland and the excess trimmed so that a vertical 
and inframammary closure is obtained. Several 
months later a wedge of gland and skin from the 
lower pole is excised to complete the reduction 





and taper the cone.?-3 Although these hyper- 
trophied breasts usually lactate poorly, the nipple 
and a sufficient number of its ducts are left in- 
tact so that what function is present remains un- 
disturbed.4 


Ptosis 


The natural sloping uplift of the virginal 
breast depends on many fibrous suspensory liga- 
ments which act as a multitude of Lilliputian guy 
wires. Any condition such as lactation, excess 
weight, hypertrophy or age which causes the 
rupture or gradual stretching of these ligaments 
will eventually produce a ptosis. A ptosed breast 
can be lifted. The skin is freed from the breast 
leaving the nipple on the gland in the usual man- 
ner. A midvertical through and through incision 
in the gland which is closed in transverse direction 
has been found to lift the nipple in direct pro- 
portion to the length of the incision. The breast 
can be further coned by gathering its sides to- 
gether beneath the nipple in a midline closure. 
The skin is then draped and trimmed along the 
routine vertical and inframammary lines (fig. 2). 
If the ptosed breasts are large, they can also be 
reduced and lifted in one or two stages as de- 
scribed for virginal hypertrophy. In women over 
45 years of age with large pendulous breasts am- 
putation reduction and wedge reshaping are safer 
from the vascular viewpoint. The nipple is meticu- 
lously sutured over the point of the new cone as 
a free full thickness graft.5-6 


Asymmetry of the Breasts 


Any form of asymmetry can give a patient a 
sense of unbalance, a feeling of lopsidedness which 
can be most disturbing psychologically. Asym- 
metry of the breasts may be congenital, post- 
operative or traumatic, and each type deserves 
reconstructive consideration (fig. 3).7 Congenital 
asymmetry could call for a build-up of the hypo- 
plastic side or a reduction of the hypertrophied 
one. Reconstruction of a breast following mastec- 





Opposite 


Fig. 1.—Virginal hypertrophy reduction in two 
stages. 1. Upper reduction and nipple lift. 2. Lower 
pole wedge resection for shaping. 
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Fig. 2.—Ptosed breasts receive a lift. The nipple is left on the gland, and a transverse closure of a vertical 
incision in the gland lifts the nipple. The skin is trimmed and fitted like a “bra” with a vertical and inframam- 


mary closure. 


tomy is entirely possible and even indicated after 
removal of a benign lesion. Reconstruction fol- 
lowing excision of a malignant lesion is more con- 
troversial and deserves a separate and more ex- 
tensive discussion. Suffice it to suggest here that 
in selected cases of a slow-growing tumor which 
has been detected early without node involvement 
in a young woman anxious for correction of her 
mutilation, reconstruction has been found justi- 
fied. 
Gynecomastia 

A large breast is a female sex characteristic 
and strongly associated with femininity. Thus 
enlarged breasts in a male can be a source of un- 
ending embarrassment. Benign gynecomastia can 
be reduced through a semicircular intra-areola in- 
cision.® A thin layer of fat should be left on the 
under surface of the skin flap to insure an even 
natural effect. A postoperative pressure dressing 
and, if necessary, a drain through one corner of 
the semicircular incision will help to alleviate the 
accumulation of hematoma beneath the flap. 


Hypoplastic Breasts 


Propaganda and Marilyn Monroe have so 
overemphasized the importance of big breasts that 
even girls with normal breasts are coming down 
with inferiority complexes. Magazines, movies, 
television and cartoonists lean heavily on huge 
breasts for sales. Under these distorted conditions, 
imagine the psychologic trauma of a girl with 
hypoplastic breasts. 

The best and safest method of permanent 
breast build-up is with flap tissue. This requires 
the time and expense of several surgical stages and 
more extensive scarring. Then, too, the slender 
type of patient requesting this procedure usual- 


ly does not have the excess fatty tissue available 
for an effective double pedicle build-up. Dermo- 
lipomatous grafts from the buttocks or abdomen 
produce exciting early results, but with absorp- 
tion as the months pass away, so does the new 
contour. 

The popular approach has swung to foreign 
body implants.1°-13 This has always been the 
royal road to contour building, but one must tread 
cautiously for over the long haul it has usually 
turned out to be a treacherous route. Everything 
from the “wishbone” of a chicken for a collapsed 
nasal bridge to paraffin injection for eyelid 
wrinkles has been tried and discarded. Modern 
plastic sponge material, such as Ivalon, seems to 
be relatively inert and easy to shape, insert and 
maintain in position. Only a 4 cm. incision is 
necessary and can be placed in the inframammary 
line or along this line laterally toward the axilla. 
Once the pectoral fascia is incised, two finger 
dissection can open a bloodless pocket beneath 
the fascia for the introduction of the implant. 
This theoretically prevents the foreign body from 
ever coming in contact with breast tissue. 

Ready-made disks, cups and complicated fluid- 
filled hemispheres are architecturally unsatisfac- 
tory. The contour produced is a rude jutting 
rather than a natural sloping curve. It is suggest- 
ed that the implant should be shaped thickest at 
the lower portion and over its upper two thirds 
should be hollowed and thinned out to produce a 
slope rather than a convex bulge (fig. 4). The 
shaped sponge is soaked in antibiotic solution, in- 
serted into the pocket and the wound closed in 
several layers. A gentle pressure dressing is ap- 
plied to discourage hematoma or fluid formation. 
If fluid does accumulate, it can be tapped aseptic- 
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Fig. 3.—A childhood burn caused contracture of the axilla and asymmetry of the breasts. A tube pedicle from 


each breast contributed to the axillary reconstruction and the breast reduction. 


breasts. 


ally with needle and syringe. During the early 
postoperative course the breasts are moderately 
swollen, and engorgement of the superficial veins 
may occur. Eventually, the dilated veins improve, 
and what breast tissue lies over the implant will 
partially buffer its abnormal firmness, but on pal- 


A mammaplasty reshaped the 


pation these breasts can never be said to feel 
normal. An occasional patient even reports dis- 
comfort when lying or sleeping in prone posi- 
tion. 

If a relatively inert, sterile foreign body is 
implanted deep enough and is surrounded by 
healthy tissue, the body, after a meager attempt 
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to throw it out, will wall it off with a fibrous cap- 
sule and “forget” it. Ivalon was first implanted 
in dogs 10 years ago.44 It has been used in hu- 
mans for at least seven years, and recently I ex- 
amined a patient who had had “plastic” implants 
inserted six years ago. Other than their firmness 
beneath the breast tissue there was no evidence of 
irritation. A patient who had received Ivalon im- 
plants beneath her breasts in Europe came in 11 
months later requesting removal of the sponges. 
Fig. 4.—Shaping the sponge is important in obtain- She reported that her right breast had been 
ing a normal-looking breast. Previous publications : , 
show unnatural bulges after augmentation. asymptomatic, but her left breast had drained 
during the past 10 months. The implant beneath 
the right breast showed little reaction, but was re- 





* moved with difficulty due to the fibrous tissue in- 
, vasion of the sponge. The implant under the left 
-® breast was found to be lying very close to the in- 
ZA OE: cision and came out easily. This finding suggests 
} : the importance of deep burial of these implants to 
give the tissues a chance to wall them off. 
; To the present date no reports have indicated 
€ that cancer has occurred in the human due to the 
cosmeric presence of this foreign body. This absence of re- 
pense secie ports does not, however, rule out the possibility. “ 
— A greater danger perhaps lies in the chance that a 
the appearance of an unassociated malignant le- “a 
Poe gun. fc sion of the breast might be camouflaged by the ple 
UNCOMFORTABLE IN PRONE POSITION presence of the implant so that early detection is - 
Piast santa aan yo aL Oe delayed. A history of cancer of the breast in the “ae 
— son family or the presence of any known breast dis- the 
ie want ie ease in the patient must be a contraindication om 
a ’ for the insertion of these implants (fig. 5). 
¥ TS Oe emt, All patients are discouraged, and all disad- 
Figure 5. vantages are explained and emphasized. Any 
patient receiving these implants should be fol- rel. 
lowed regularly with check-ups. Thus if an un- tio: 
cre 
em 
lar; 
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Fig. 6.—Extremely hypoplastic breasts augmented by Ivalon sponge implants to give natural effect. 
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Fig. 7.—Contour of ptosed breasts and deformity of rib cage improved by Etheron implant. It is not enough 
to produce two rude bumps but rather natural gentle sloping breasts. 


anticipated complication from this type of implant 
does occur somewhere in the world, those im- 
plants being inserted now theoretically have a 
seven year safety margin and can be removed im- 
mediately. Patients receiving these implants under 
these precautions have been quite happy (figs. 6 
and 7). 


Summary 


Focus on the breast in the United States in 
relatively recent years has shifted from the func- 
tional to the cosmetic, and this trend has in- 
creased the demand on the plastic surgeon. The 
embarrassment and discomfort of abnormally 
large breasts demand reduction and reshaping. 
Ptosed breasts can be lifted and asym- 
metric breasts equalized. Abnormally small 
breasts can be enhanced in size and contour by 
the insertion of plastic sponges. Except in selected 
cases the disadvantages still seem to outweigh 
the advantages gained with augmentation mam- 
maplasty by sponge implants. 
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Amputee Rehabilitation 


Nita KIRKPATRICK CovaLt, M.D. 
WINTER PARK 


Not every lower extremity amputee has the 
motor skills or coordination necessary to learn to 
use a prosthesis, even though financially it will 
be possible for the patient to be provided with 
one. Likewise, the ability to purchase a prosthesis 
does not mean that it will ever be fitted success- 
fully or used at all, unless certain postoperative 
and convalescent routines are set up; then spe- 
cific training to learn to use the prosthesis is ar- 
ranged. 

The veterans from World War II on, have all 
had the opportunity for the full program of am- 
putee rehabilitation. Only a fraction of the four 
times as many civilians during World War II, and 
the yearly increment of civilian amputees since, 
has had the same opportunity. 

Nevertheless, every amputation should be 
performed at well designated and documented 
sites of election, and with all the other surgical 
technics that will make the fitting of a prosthesis 
efficient, as well as possible.1-> The age of the 
patient is not the determining factor as to the 
ability to learn to use a prosthesis.6-7 Proper 
stump shrinkage and stump shaping; lack of con- 
tractures; suture lines and skin grafts where they 
will not interfere; strength in arms and remaining 
leg to use crutches; strength in the stump or 
stumps, to move and control the prosthesis, as 
well as motor (muscle) coordination, are the 
determining factors. All of these have to be taken 
into consideration and provided for if any am- 
putee is a successful limb wearer. 

There is a rule, well documented and proved 
within the past 15 years, that no unilateral ampu- 
tee, whether the amputation site be above or be- 
low the knee, can ever learn to use a prosthesis 
if he has not the motor skills to learn to walk 
securely on crutches. There are those of us who 
have worked with elderly amputees who realize 
that, if an amputee is not quite secure in walking 
with crutches on level ground, then, if he cannot 
also learn to climb stairs using crutches and one 
hand rail, he definitely does not have the motor 
skills and coordination to walk securely on a 
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prosthesis. The ability to use crutches securely 
is the final and determining condition in decid- 
ing whether or not a prosthesis should be pur- 
chased, no matter if all the other factors have 
been met satisfactorily, for the unilateral ampu- 
tee. It takes a minimum of two months, and more 
often three, to prepare the stump for proper 
measurement of a prosthesis. It is during this 
time that the decision about crutch walking is 
made. 

The problem is not so easily solved for the 
bilateral amputee. The person under 40 or 50 
who has a history of at least moderate skills in 
any physical activity or sport probably has suf- 
ficient coordination to balance and control two 
prostheses. Unless temporary pylons are tried by 
older persons, the purchase of two artificia] limbs 
for them is more than a reasonable gamble, al- 
though some amputees, 70 years of age and older, 
have learned to use them successfully. The per- 
son who has lost one leg, and then comes to a sec- 
ond amputation, will probably be a successful 
user of the second prosthesis only if he has learn- 
ed to handle the first one correctly. 


Whether a leg is ever procured or not, no 
amputee should be left a helpless bed patient, or 
one who is lifted from bed to chair and back 
again, for the remainder of his or her life. Train- 
ing in self care—‘Activities of Daily Living” 
(A.D.L.)—is a basic part of all treatment. In 
the majority of instances in civilian life, a part of 
the comprehensive rehabilitation program can be 
planned for, or partially started in the preopera- 
tive period. Total treatment includes: 

I. Preoperative Preparation 
A. Physical 
1. Decision as to site of amputation 
2. Maintenance of strength in arms 
and remaining leg (prevention 
of deconditioning) for: 
a. Activities of Daily Living 
(A.D.L.) 
b. Crutch fitting and walk- 
ing training when feasible 
B. Psychologic preparation 
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I. Surgery 
I I. Postoperative Care 
A. Immediate postoperative treatment 
1. Prevention of contractures 
2. Exercises 
a. Arms (and remaining leg) in 
preparation for: 
(1) Activities of Daily 
Living (A.D.L.) 
(2) Crutch walking 
b. Stump exercises in prepara- 
tion for prosthesis 
3. Activities of Daily Living train- 
ing 
4.Stump bandaging; preparation 
of the stump for possible pros- 
thesis 
5. Crutch fitting and training 
B. Convalescent preprosthetic training 
period 
1. Continuation and extension of 
all immediate postoperative pro- 
cedures 
2. Activities of Daily Living train- 
ing 
3. Crutch walking training 
4. Prescription for a prosthesis 
C. Training in use of a prosthesis 
IV. Professional Training in Amputee Reha- 
bilitation 
A. Preoperative preparation for am- 
putation 


1. Physical 


The traumatic or emergency amputation, with 
no opportunity to choose the site, occurs rarely as 
compared to the thousands of amputations per- 
formed each year which are decided upon, only 
after days or even weeks of treatment before it 
is concluded that an amputation is inevitable. 
There is not only time to choose the proper site, 
but also time to carry out some physical as well 
as psychologic preparation. 


I. Preoperative Preparation 


Sire oF Amputation. — Of proved impor- 
tance is the choosing of the site that will provide 
for the most efficient use or even reasonable fitting 
of the prosthesis. The elective sites are well doc- 
umented in any current book on amputation.?-3 In 
this country, an Above Knee or Below Knee site 
of the proper length can have the most efficient 
prosthetic fitting. Since the Below Knee (B.K.) 
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stump is not only the easier to fit, but also the 
easier to learn to walk on, this site is to be prefer- 
red whenever feasible over an Above Knee (A.K.) 
site. The Gretti-Stokes, the Symes, or any other 
modification of an end-bearing stump is not pre- 
ferred in the United States. Although done in- 
frequently, no matter how well done, they are too 
frequently painful and do not lend themselves 
well to efficient modern prostheses. Similarly, a 
partial foot amputation is usually more uncom- 
fortable and less efficient than a B.K. amputation. 

The Committee on Artificial Limbs of the 
National Research Council, first appointed during 
World War II and carried on as a permanent 
organization, has done a yeoman’s service in the 
development of more efficient prostheses and their 
component parts. It is on the basis of this con- 
tinued engineering and medical research that 
documented sites should be used whenever pos- 
sible, so that every amputee will have the advan- 
tage of being fitted with the most efficient 
prosthesis, each unit of which has gone through 
rigid testing before being accepted by the Com- 
mittee, or put into mass production. 

Skin grafts and suture lines that wil] touch 
the socket make a comfortable fitting difficult 
and oftentimes impossible, particularly grafts. 
Too much soft tissue left at the stump end is 
sometimes a more difficult problem than is too 
little tissue, although the latter is also a problem. 
It is frequently a waste of time and money to keep 
removing a neuroma, because this tumor tends to 
recur. Physiotherapeutic measures and/or read- 
justment of the socket will usually do as well as 
surgical measures if there is too little skin over 
the end of the stump. If there is excessive soft 
tissue as well as a neuroma, a revision may be 
necessary. 

As with choosing the proper site, the surgeon 
usually has the time to determine all those matters 
before operating. To obtain even more efficiency, 
when the surgeon knows his limb maker, and the 
capabilities of that particular prosthetist, at times 
a preoperative consultation between the two will 
make for better results in all ways. 


MAINTENANCE OF STRENGTH AND PREVENTION 
oF DECONDITIONING. — Any amount of active 
exercise of any part of the body improves circula- 
tion and prevents deconditioning.* Since the 
majority of civilian amputations are performed 
because of deficient circulation, exercises of the 
other extremities should help increase circulation 
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of the part to be operated on and, postoperative- 
ly, should help in the healing of the stump. 

The exercises to be done should have a practical 
use. First among the important self care activities 
an amputee must learn postoperatively are to 
move about in bed and then to get from bed to 
chair without help, whether his condition pre- 
operatively has permitted him to accomplish these 
activities or not. These can only be done with 
strong arm extensors, the triceps. Balkon frames 
and “monkey bars” call only for action of the 
biceps. This equipment is to be condemned. The 
amputee, or any other physically handicapped 
person, needs the biceps only to feed himself and 
care for such activities as combing the hair or 
washing. Push-ups, such as for getting on a bed 
pan or coming to a sitting position, or for getting 
from bed to chair, which use the arm extensors, 
are not only practical but time-saving for further 
postoperative A.D.L. training. 

Similarly, maintaining the strength of muscles 
of the remaining foot, knee extensors and hip 
extensors, done in both prone and supine position, 
saves time when the amputee is ready for crutch 
walking. 

If only one leg is affected, and the condition 
of that leg not worsened or made more painful by 
short periods of dependency, then it is easier to 
teach crutch walking before operation. Adjustable 
crutches should be provided, properly fitted, and 
the patient taught a tripod gait by someone who 
knows how to teach crutch gaits.9:1° 

Exercises for the arms and the remaining leg 
are not purposeful or valuable when the patient 
is told to “keep moving.” They need to be specifi- 
cally set up by actual demonstration to the 
patient, or a prescribed number outlined to do 
once or twice a day, or, as in quadriceps exercise, 
to work up to 10 times every waking hour in a 
supine position, to do them correctly. Whenever 
possible, the exercise should be supervised, if not 
by the physician, then by a physical therapist 
working under the doctor’s supervision. 

PsycHOLOoGIC PREPARATION. — Basically, there 
must be an acceptance of a change in body 
image.12 This cannot usually be accepted in toto 
until the loss of limb has actually occurred. Also, 
every pre-amputee must not blithely be promised 
a limb. Certainly he must be informed that limbs 
are not purchased over the counter like a loaf of 
bread, and that the limb will “walk itself.” 

It is always helpful to bring in a satisfied, 
well fitted and trained limb wearer, to discuss the 
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problem and possibilities and timing needed to be 
able to wear a limb successfully. To bring in a 
poorly fitted and untrained limb wearer would 
of course be most damaging to anyone’s morale. 

What not to do, psychologically, is well ex- 
emplified in a true story from one of our medical 
schools. There, a famous surgeon, then Dean of 
the school, stopped outside a patient’s room to 
lecture his chief resident upon the tact needed to 
prepare the patient for the fact that an amputa- 
tion had to be performed. After he had impressed 
the resident with the great emotional shock the 
patient would sustain upon hearing this news, 
they went into the room. Said the Dean: “John, 
we're going to cut your leg off tomorrow. Dr. 
Smith here will do it. Dr. Smith, have you ever 
cut a leg off before?” 


Il. Surgery 


Preliminary planning and prosthetic require- 
ments have been mentioned. The actual operation 
may well meet all the requirements, but treatment 
is not complete when the stump is healed, the 
sutures out, and the bandages removed, then a 
pair of crutches handed the patient upon doctor’s 
orders, and the amputee discharged to his home 
as cured. 


Ill. Postoperative Care 


IMMEDIATE REHABILITATION PROCEDURES: 
PREVENTION OF CONTRACTURES. — Excluding the 
routine postoperative surgical care, the first other 
immediate problem is the prevention of contrac- 
tures. Hip flexion and abduction contractures can 
start in the A.K. stump 48 hours after the opera- 
tion and these, plus knee flexion, start almost as 
soon in the B.K. stump. 

Elevation of the stump on a pillow or eleva- 
tion by means of skin traction attachments 
are the beginning causes of contractures. It is 
doubtful if these measures prevent or decrease 
stump edema to any appreciable degree. Sitting 
all day in bed or chair after the operation also 
causes contractures, and certainly can add to 
stump edema by compression of the vessels in the 
groin. Patients should sit only momentarily to eat, 
and should spend much of every day and night 
lying in a supine position if they are to have no 
hip flexion contractures. Hip abduction immedi- 
ately follows hip flexion contractures. 

Exercises: Arms and Uninvolved Extrem- 
ity. If it has not been possible to start the 
exercises described under Preoperative Prepara- 
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tio; , then they should be started within 24 hours 
after the operation. 

Stump Exercises. — The time when the 
A.k. amputee can turn into a face-lying position 
and start hip extension exercises, or try adduction 
exercises in any position, is the decision of the 
surgeon. If the suture line is in the proper posi- 
tion, it is doubtful if these two motions will put 
any strain on the incision, and they could be 
started earlier than they usually are—perhaps, in 
some instances, in 24 to 48 hours. Earlier active 
exercise might even reduce anticipated edema and 
aid healing by improving circulation. 

Quadriceps setting should never affect the 
incision on a B.K. stump, nor would hip exten- 
sion. 

The earlier stump exercises are-started, the less 
chance of contractures, the less edema, the pre- 
vention of muscle deconditioning and the rede- 
velopment of muscle strength. With these, plus 
stump bandaging, valuable time may be saved for 
the time when it is feasible to measure for a 
prosthesis. 

AcTIVITIES OF DaILy LivING TRAINING?!3-16, 
—The amputee’s center of gravity and body bal- 
ance has shifted with the loss of the limb or limbs. 
The patient must be taught to move about in bed 
and turn over without falling out of bed. He 
never needs to be lifted, once he is out from under 
the anesthetic. If he has not been provided with 
“monkey bars” preoperatively, has had some 
indoctrination in self care, and has had some 
preoperative training, he will have been, at least 
psychologically, prepared and motivated to start 
caring for himself, even with the change in 
balance. 

Sitting up, by using the triceps, dressing, and 
getting from bed to chair as soon as his surgeon 
permits, follow in logical sequence in preparation 
for crutch walking, if he is a unilateral amputee. 
If a bilateral amputee, then there is even more 
need to learn self care, and develop strength in 
the necessary arm muscles. 

Stump Banpacinc. — There is a scientific 
way to bandage the A.K. stump and another 
scientific way to bandage the B.K. one. The A.K. 
stump is bandaged with two 6 inch nonelastic Ace 
bandages sewed together. Both methods are well 
documented.? »6 

Before any prosthesis can be measured for 
successful fitting, every stump must be shrunk 
and shaped into a conical form. This procedure 
will take at least two months, if not three, of 
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daily, or several times daily, proper bandaging. 
All the bogginess and edema must be out of the 
stump before even the initial socket can be made 
to fit. A bulbous stump cannot be fitted. Com- 
mercial stump “shrinkers” have not been as 
successful in giving the desired shape as is the 
correct bandaging. When stump shrinkage is done 
properly along with stump exercises, and con- 
tractures prevented, the initial socket should be 
the final one. 

The dressings that are put on after the 
operation sometimes tend to compress at the top 
of the bandage. The edema at the site of opera- 
tion that would physiologically be expected to oc- 
cur is then kept in the end of the stump by the 
constriction of the bandage at the top of the 
dressing. Thus a bulbous stump begins to de- 
velop. For many years it has seemed to me that 
the institution of correct “stump shrinking” band- 
aging, soon after operation and before the sutures 
are out, whenever possible and tolerated, would 
not only speed up the shaping of the stump, but 
would of itself help prevent some of the edema. 
It would certainly ward off the development of 
a bulbous stump, whether a B.K. or an A.K. 
stump. 

The importance and need for correct bandag- 
ing to shape the stump properly must be explained 
to the patient and his family. The one with a B.K. 
stump can be taught to bandage his own, but the 
one with an A.K. stump always needs help. The 
A.K. stump will have to be bandaged and re- 
bandaged at least twice every 24 hours. Since 
the more efficient the bandaging and stump ex- 
ercises, the sooner the stump can be measured 
for a prosthesis, supervision a minimum of five 
days a week is time-saving. 

My associates and I prefer to have a therapist 
put the bandages on once a day when the amputee 
comes for his daily treatments. We ask a relative 
to come and learn how to do the bandaging and 
also send mimeographed diagrams of the procedure 
home with the amputee. The home bandage pro- 
gram is not as likely to give the proper tension 
in all the proper places, but the bandage applied 
by the therapist will usually stay for several hours 
and more than counteracts any inadequate band- 
aging done at home. 

CrutcH Fittinc AND TRAINING. — Crutch 
walking can be started at any time during the 
immediate postoperative period that the surgeon 
considers advisable. Opinions vary on when this 
should be done, and of course the time relates to 
the possibility of increased edema ‘rom depend- 
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ency and the concomitant possible strain on the 
incision before the sutures are out. Again, if the 
proper bandaging has been started, crutch walking 
can be started much earlier. Without the correct 
bandaging, the dependent stump maintains its 
edema far longer, and again delays the time when 
a prosthesis can be measured. 

There is a proper way to fit crutches, and there 
are seven distinct crutch gaits®-1° suited to vari- 
ous disabilities, of which the unilateral amputee 
should use the tripod. All the weight is carried 
on the hands and never any in the axilla. A pad 
on the top of the crutch is an immediate indica- 
tion that the patient has had no proper instruction 
in crutch walking. 

Any crutch walking training is best started 
in parallel bars in a physical therapy department. 
If the equipment is not available, then at least a 
physical therapist should fit the crutches and 
start the training. 

A few nurses have had courses in rehabilitation 
nursing and have been taught crutch fitting and 
walking, but nurses with this training are rare 
outside of large Physical Medicine and Rehabilita- 
tion Departments or Institutes of Physical Medi- 
cine and Rehabilitation. 

For many years, whenever a physician has 
decided that it is time for any patient, not only 
an amputee, to start walking on crutches, the 
routine written order has been “Crutch Walk- 
ing.”’ The charge nurse has then been accustomed 
to say to an orderly, or some other messenger: 
“Go to supply and get a pair of crutches for Mr. 
X in Room 000.” A pair of crutches is then 
handed to Mr. X, and whoever delivers them says 
to Mr. X, “The doctor says you are to walk on 
crutches; so here you are. Get up and do so.” . 

Many a patient has tried, only to fall down 
immediately, and thus becomes so fearful that he 
is never willing to try again. I have seen amputees 
who have sat in a chair for three years or longer, 
never having tried to walk after their first try, 
because it was done on the routine and the 
sequence described. Severe contractures develop 
as they sit. 

CONVALESCENT AND PREPROSTHETIC TRAINING 
PERIOD: CONTINUATION OF ALL THE IMMEDIATE 
POSTOPERATIVE PROGRAM. — This is the most 
important and decisive period in which the entire 
future way of life of the amputee, especially the 
A.K. amputee, will probably be decided. Each 
activity started in the early postoperative period 
now needs to be watched in even greater detail, 
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and under daily supervision and _ prescribed 
activity, in a physical therapy department when- 
ever possible. 

The decision to order a prosthesis is yet to be 
made at the end of this period, but the amputee 
must be in condition to have one ordered, when 
and if that time comes. Close supervision during 
this period is a time-saving device and therefore 
a period of financial saving for the future. The 
amputee who is. sent home with instructions “to 
bandage and exercise the stump and in three 
months get measured for a prosthesis” has to go 
through this same preparatory period later any- 
way, if he ever gets a leg to fit properly. Further- 
more, it may take a longer period of time to shrink 
the stump adequately; contractures are usually 
present, not only from sitting but from the fact 
that the only exercise the patient knows to use is 
hip flexion, never hip extension and adduction. 

Activities oF Dary Livinc!*.—This training 
progresses from all bed, chair, eating, dressing, 
to bathroom activities-—either from a chair or on 
crutches. 

CrutcH WALKING. — This activity is either 
started, or is continued, so that the patient gains 
both security and endurance. Once the unilateral 
amputee can walk securely on level ground, he is 
graduated to climbing ramps, curbs and stairs. 
The stair progression should advance through 
using one crutch and one rail to using no rails at 
all whenever possible. 

PRESCRIPTION For A ProstHEsIs!?.—When 
the unilateral amputee has met the rules of crutch 
walking and can demonstrate coordination and 
balance, then when the stump is sufficiently 
shrunken and shaped, the prosthesis can be 
measured. The decision as to the time of measure- 
ment should be made by the physician, or even 
better, the physican and the certified prosthetist 
should make the decision together and discuss 
the component parts of the limb to be prescribed. 

The prescription itself is made by the physi- 
cian. It should be written, and, starting with the 
type of socket, the type of knee, foot and ankle 
are to be specified. 

No matter how adequately a stump has been 
shrunk and exercised, the stump continues to 
stabilize and change over a period of three to six 
months after the amputee starts training to walk 
on it. With sufficient preparation and proper 
choice of type of socket, the first socket should be 
quite adequate and satisfactory, for the final 
changes that always occur are taken into consider- 
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at on and accounted for when this first socket is 
“c cawn.” 

A suction socket is fitted without a liner and 
worn without a stump sock, but lies directly 
against the skin. Suction cannot be maintained to 
keep the leg on with a flabby stump, and little or 
no muscle bulk. While a suction socket tends to 
ncrease the muscle bulk eventually, as the stump 
is used in walking, if fitted while the stump is 
still flabby, all of this soft tissue must be shrunk 
away before there is muscle bulk to maintain the 
suction. Before this happens, a new socket is 
usually required. Suction sockets usually cost 
more (around $100 more) than the “Standard” 
ones for two reasons: (1) it is more difficult to 
get a proper fit in the first place; and (2) many 
more adjustments are usually required. 

The “Standard” A.K. socket is now usually 
made with the same quadrilateral shape as the 
suction socket. The old “plug” shape is used only 
occasionally. This socket is suspended on a belt 
through an attached hip joint. Stump socks are 
worn. Liners, paddings and/or “rimming out’’ the 
pressure points make a comfortable fit possible. 

The patient starts out wearing one stump sock 
and no liner, although a liner is routinely made 
for every socket and included in the initial cost. 
In the “Standard,” the stump continues to shrink 
in contradistinction to the suction socket. As it 
shrinks, a second sock is added, but when the 
shrinkage has progressed to the stage where three 
stump socks are necessary, then the leather liner 
is put in and only one sock worn. Pressure points 
are rimmed out, while any hollowed out areas in 
the stump are compensated for by padding under 
the liner. These adjustments are easier to make 
because, as the stump aligns itself, the changes 
can be compensated for under the liner. Also, the 
fit does not have to be quite as accurate in the 
first place. When a change has been made in the 
suction socket, once an area is hollowed out, or 
the stump has shrunk more, there is usually no 
satisfactory way to correct these changes without 
a new socket. While occasionally a liner may be 
used, this is not a very satisfactory expedient. 

The “Standard” is more satisfactory for the 
older person whose tissues tend to be flabby and 
who is less prone to activity. It is also better 
for the person who is not close to the shop where 
adjustments can be made, or for the person who 
is uncooperative about coming for adjustments, or 
when the difference of approximately $100 is a 
matter of importance. Since new sockets of either 
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type also usually cost around $100, it is readily 
apparent that time and money spent in the initial 
preparation is money saved. If a leg cannot be 
worn “because it does not fit” and is put away 
on a shelf, then all the money of the initial pur- 
chase is also wasted. 

The actual number of months it takes for the 
stump to stabilize itself depends upon how much 
the amputee walks on his prosthesis and how 
correctly he uses his stump in controlling the 
prosthesis. The prosthetist who has kept up with 
the full program of amputee rehabilitation usually 
includes adjustments over a period of six months 
in the initial purchase price. One should be sus- 
picious of the ability of the prosthetist who in- 
cludes only three adjustments in the initial price. 

When an amputee presents himself with a 
prosthesis that has never been adjusted: (1) he 
has walked on it little or not at all, but worn it 
mainly for cosmetic purposes; and (2) he has 
had no training in using the stump to control the 
prosthesis properly. If this amputee comes in 
walking on the prosthesis but using crutches, and 
particularly with underarm pads, this is immedi- 
ate proof that he has had no training in using 
the prosthesis; he will have had few or no adjust- 
ments, but will frequently complain that the pros- 
thesis was not made properly because it hurts in 
various places. 

TRAINING IN THE USE OF A PROSTHESIS. — 
When the prosthesis is completed, it should be 
delivered to the physician who prescribed it for 
a check-in, and at the same time or directly af- 
ter, the patient is sent to a physical therapy de- 
partment where the training program is initiated 
under the physician’s prescription and supervision. 

Training is started in the parallel bars. Once 
balance is learned, then walking is initiated. Only 
when a proper walking pattern has been learned 
in the bars is the amputee graduated to walking 
outside the bars on two canes. Until the amputee 
has learned a proper walking pattern, the pros- 
thesis remains in the department. When an am- 
putee is only fitted with a prosthesis and sent on 
his way, like using crutches without training, and 
with no knowledge of balance and control of the 
prosthesis by the stump, he bungles along with an 
unsightly, unstable and improper gait, and even if 
the prosthesis does not need adjustments at once, 
his improper use of the appliance may also be 
painful. Furthermore, the amputee has no knowl- 
edge of when adjustments need to be made; so, 
between the two situations, a vicious circle is 








844 COVALT: AMPUTEE REHABILITATION 


established that makes for an unsatisfied limb 
wearer. He may put the limb away on a shelf, 
or demand that more and more sockets be made, 
in his rightful ignorance, blaming a poorly made 
socket because the leg does not walk itself and 
fee] comfortable at all times. Furthermore, if he 
continues to try to walk, there develops an un- 
gainly walking pattern which will take weeks of 
proper training to overcome. 

When he has the proper training, he progresses 
from level ground walking to stairs, curbs, ramps, 
bus steps, or driving a car with a hydromatic shift 
or hand controls. Many unilateral amputees 
quickly give up one cane, while some, particularly 
among the younger people, learn to maintain a 
good walking pattern using no cane at all. 

It is readily apparent, then, that al] the care 
and attention to details go for naught if there 
are no facilities with trained personnel available 
where an amputee can have the proper training 
in the use of a prosthesis. Amputee rehabilitation 
should be done correctly or not at all. 

During World War II, the amputee centers, 
such as Walter Reed General Hospital, estimated 
that the average time to allow for training in the 
use of a B.K. prosthesis was one month; that 
three months minimum must be allowed for a 
unilateral A.K. and that much time or longer for 
a bilateral A.K. or a combined A.K.-B.K. ampu- 
tee. Balance and stump control for a bilateral 
amputee is obviously more complicated. In our 
opinion, pylons should be used only for the elder- 
ly amputee, and first as a tria] for balance. Since 
they have no knee joints, the walking pattern 
learned on the pylons has to be overcome on pros- 
theses, but a proof of balance in these instances 
is more valuable (or even a financial saving) than 
the problem of retraining in a proper walking 
pattern later, if it is proved the patient will be 
able to balance and walk at all. 

IV. Professional Training in Amputee 
Rehabilitation 

All the detailed component factors of amputee 
rehabilitation are a part of the training of every 
physiatrist. Physical therapists are taught their 
part of the training program in every school of 
physical therapy approved by the American Medi- 
cal Association. 

In addition, for the past few years, starting in 
1952, prosthetic education courses have been 
given several times a year at the University of 
California at Los Angeles School of Medicine and 
the New York University College of Medicine. 
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The prosthetist comes for three weeks; the phys- 
ical therapist for two weeks starting the second 
week of the prosthetist’s course; the physicians 
then come for the last week. All the courses are 
intensive, with especially prepared manuals. Prob- 
lems of fabrication, component parts, fitting, 
check-out and amputee training are gone into 
thoroughly. The team approach is well demon- 
strated. Many physicians other than physiatrists 
have now taken ‘these courses; many physiatrists 
have them as part of their residency training and 
others take them as refresher courses to keep up 
with the latest accepted (proved) mechanical de- 
velopments. 

Additional courses have now been started or 
are planned for insurance adjustors and for voca- 
tional counselors from the Offices of Vocational 
Rehabilitation of the Department of Health, Edu- 
cation, and Welfare. Training of these two groups 
is an important step, for it is undoubtedly these 
two groups who carry the greatest financial bur- 
den since they purchase the most prostheses, 
rather than individual private citizens. Frequent- 
ly they purchase one leg, then one socket after 
another, and stil] have an amputee on their roles 
who cannot wear, let alone walk on, the artificial 


limb. 


Summary 


This paper summarizes the current modern 
rehabilitation treatment program for lower ex- 
tremity amputees. All United States veteran am- 
putees have been benefited by this kind of pro- 
gram, but still too small a proportion of the civil- 
ian amputees have had the opportunity to avail 
themselves of this type of treatment and training, 
which is, in toto, rehabilitation. 

The numerous books and articles written dur- 
ing and since World War II, including the reports 
from the National Research Council and its 
publication “Artifical Limbs” and the courses giv- 
en at the University of California at Los Angeles 
and the New York University, substantiate this 
program. 

The following statement, which appeared in 
the April 1958 issue of the Medical Science Jour- 
nal,!7 sums up what has been said innumerable 
times elsewhere: “It costs about $3,000 to reha- 
bilitate an amputee so that he can be financially 
independent. This amount is about five years’ in- 
come tax for the average citizen. /f the amputee 
is NOT rehabilitated, he and his family may 
become permanent public charges at far greater 
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cos: and with no possibility of repaying the costs 
through income taxes.” 
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Challenge of Tuberculosis 


M. EvucGENE FL ipse, M.D.,* MIAMI 


AND 
Dwicut J. WHARTON, M.D.,** JACKSONVILLE 


The closing of the Central Florida Tuberculo- 
sis Hospital in Orlando has been reported recent- 
ly, and this news is heralded by many as indicat- 
ing that the tuberculosis problem is well under 
control and well on the way to complete eradica- 
tion. In the past couple of years the famous Tru- 
deau Sanitorium closed its doors. The death rate 
for tuberculosis was about 50 per 100,000 popula- 
tion when the Orlando hospital was opened, and 
we now have a rate of 6.5 in 1958. What more is 
needed to lead us into a state of complacency than 
the news that our tuberculosis hospitals are no 
longer needed and that their doors are being 
closed? 

But do the facts relating to tuberculosis war- 
rant complacency? As Al Smith would say, “‘Let’s 
look at the record.” New cases of tuberculosis in 
Florida in 1958 totaled 2,226. There were 2,253 
new cases found in 1955, and in 1950 the number 
was 2,337. We picked these years because they 
appear to show little change in the number of new 
cases of tuberculosis, but we must admit that 
there has been a gradual decrease in the number 
of new cases over the past several years, and the 
incidence has dropped from 118.7 to 50.0 per 
100,000 population in the past 10 years. 

The Central Florida Tuberculosis Hospital 
was opened in 1938, and three new hospitals were 
opened between 1950 and 1952, giving the com- 
bined bed capacity of approximately 1,850. Yet, 
this did not provide enough beds, and there was 
a waiting list for admission of patients with 
active disease. Records show that for the first 
time in August 1955 there was no waiting list. In 
the days when there was a waiting list the com- 
bined hospital patient census did not exceed 93 
per cent of total bed capacity. With the closing 
of the Orlando hospital the capacity will be ap- 
proximately 1,450 beds, and it may be that a 
small waiting list will again appear. The 1,450 
beds will not care for a daily census of more than 
1,350 patients, and the combined census now 
rarely drops below 1,400 patients. 


*Associate Professor of Medicine, University of Miami 
School of Medicine, and Chairman, Committee on Tuberculosis 
and Public Health, Florida Medical Association. 

**Director, Division of Tuberculosis Control, Florida State 
Board of Health. 


The number of new cases of tuberculosis found 
does not show the whole picture. When autopsies 
are performed, active and inactive tuberculosis is 
found which had not been diagnosed prior to 
death. Death certificates in the United States 
have shown that in one fourth or more of the fatal 
cases due to tuberculosis this disease had not been 
reported prior to death.? In Florida death certifi- 
cates accounted for 23.4 per cent of the tubercu- 
losis deaths in the past three years. Public health 
authorities estimate that only 60 per cent of the 
cases of active tuberculosis in the United States 
are known. These facts should constitute a chal- 
lenge to our profession. Because we, as a profes- 
sion, do not accept this challenge fully or believe 
there is no challenge, the State Tuberculosis Board 
must reduce the number of available hospital beds, 
and to effect this reduction will close the doors 
of the Central Florida Tuberculosis Hospital at 
Orlando. 


Meeting the Challenge 


How can we accept this challenge? If we are 
to find any of these presently unknown cases of 
active tuberculosis, we must elevate our index of 
suspicion. We can take no credit for finding 
tuberculosis in a person who is acutely ill and has 
many of the classical signs and symptoms. We 
should attempt to find each new case while the 
disease is still minimal when there are no symp- 
toms, at which time the disease is relatively non- 
infectious and when response to specific chemo- 
therapy is excellent. Such cases will be found as 
a result of routine examinations of an apparently 
well person rather than one seeking medical care. 
Gray and Spencer? reported a series of 166 cases 
of minimal tuberculosis in which only 17.5 per 
cent of the patients requested medical attention. 

We can raise our index of suspicion by doing 
annual tuberculin testing on every person visiting 
our offices or clinics or admitted to a hospital. 
The number of persons with a negative tuberculin 
reaction is now higher than many physicians be- 
lieve, and it will become higher each passing year. 
The tuberculin test will help greatly in differentia- 
tion of infiltrates seen on radiography, where the 
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infil rates of fungus diseases are being seen with 
increased frequency. The tuberculin test is highly 
accu ‘ate as a diagnostic tool. We should use it as 
rout nely as we do an examination of the urine. 
By this method conversion from negative to posi- 
tive reaction is determined, and if appropriate 
chemotherapy is used, we believe disease can be 
prevented. The College of Medicine of the Uni- 
versity of Florida and the University of Miami 
School of Medicine are tuberculin testing medical 
students and student nurses periodically. Convert- 
ers will be treated for a year with isoniazid. It is 
believed one occupational] disease of physicians 
and nurses can be prevented by this means. This 
procedure should be extended to all hospitals in 
preventive care for their residents, interns, nurs- 
ing staff and technicians. A long term United 
States Public Health study* involving 2,750 chil- 
dren in the United States, Canada, Mexico and 
Puerto Rico showed that prophylactic chemo- 
therapy prevented approximately 85 to 90 per 
cent of clinical tuberculosis in the first year of the 
trials, and favorable results were noted in the 
second year. There is much enthusiasm for this 
form of preventive medicine, and the belief is 
held that much of the tuberculosis later in life 
will be prevented. Many years will be required 
to establish the proof of that idea. 

The use of BCG should be mentioned. It is 
of proved value in certain situations, but is not 
recommended for general use. Its value as a vac- 
cine is low. A large scale study® by the Public 
Health Service showed this form of vaccination 
prevented about 7.9 per cent of the total expected 
cases. The vaccine cannot be used with positive 
reactors where most of the disease occurs. It was 
about 31 per cent effective in the nonreactors. On 
the minus side it removes the tuberculin test from 
the diagnostic armamentarium to detect early tu- 
berculosis or to help eliminate the possibility of 
tuberculosis in diagnostic problems. The protection 
it may give is only relative and entirely unpre- 
dictable. In situations where BCG might be useful 
the prophylactic use of isoniazid would be more 
dependable. 

If we will help in community efforts to obtain 
annual roentgenograms of the chest on all re- 
actors and annual tuberculin tests of all non- 
reactors on all residents of Florida, regardless of 
age, most of the new cases of tuberculosis will 
be found early enough to limit the spread of in- 
fection to others and in the new case to give the 
patient the benefit of early chemotherapy. The 
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length of stay in the hospital will be reduced 
greatly, and the public will not be handicapped by 
the loss of a tuberculosis hospital. 

In addition to the challenge to find new cases 
of tuberculosis much earlier than we have in the 
past, there is a responsibility to know current 
therapy of tuberculosis. Our hospitals are dis- 
charging patients much earlier than formerly, 
which is a fact of great importance. We can treat 
patients with fewer beds, but when patients are 
discharged early, someone is responsible for ade- 
quate follow-up. We must know what constitutes 
adequate sputum and roentgen examinations to be 
able to prescribe the necessary chemotherapy. To- 
day the emphasis is on long term therapy, and the 
decision to discontinue therapy must be given very 
serious consideration. If the medical profession 
does not accept some of this responsibility, the 
local health departments must assume an ever 
increasing work load with its increased cost and 
an aspect of governmental control that we are 
constantly striving to avoid. 


Conclusion 


We should consider the closing of the Central 
Florida Tuberculosis Hospital to be a milestone 
in the history of medicine in Florida. We will miss 
it for a while. If we raise our index of suspicion, 
we will miss it for a longer time. Tuberculosis as 
a disease can be eliminated by always looking for 
it in each person being examined, but the threat 
of the disease will remain as long as there are re- 
actors to the tuberculin test. And as long as 
tuberculosis exists, we must be more aware of the 
challenge to find the disease in the person who 
comes to our office apparently well, who has only 
minimal disease, who has not yet become a public 
health hazard and who will respond promptly to 
proper medical care. We have a responsibility to 
accept the challenge: 
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ABSTRACTS 


The Otolaryngologic Aspects of Skin and 
Scuba Diving. By G. Dekle Taylor, M.D. 
Laryngoscope 69:809-858 (July) 1959. 

This monograph reports extensive original 
research and presents a comprehensive survey and 
discussion of the otolaryngologic aspects of skin 
and scuba diving. A unique contribution to 
otolaryngologic literature, it emphasizes that it is 
important for every physician to know the medi- 
cal problems and the dangers inherent in man’s 
excursions into the subaquatic world. After eluci- 
dating the basic factors of diving physics, Dr. 
Taylor discusses such otolaryngologic problems 
as pressure factors; aero-otitis media; aero-otitis 
media and hearing loss, with a report of two cases 
illustrating this occupational hazard; aerosinusi- 
tis; sound transmission; air embolism, with em- 
phasis on the important role of the larynx; and 
decompression sickness. 

A study of 38 skin and scuba divers is an- 
alyzed. It includes consideration of barotrauma in 
flying and diving, with report of a case repre- 
senting the author’s personal experience; nasal 
bleeding; perforated tympanic membrane, ampli- 
fied by a report of three cases; dizziness, seasick- 
ness, bends, and panic; loss of hearing associated 
with diving; tinnitus; sinus involvement; appear- 
ance of tympanic membrane; 
observations; and divers’ observations. In addi- 
tion, detailed observations, particularly in relation 
to temperature changes, on the “mermaids” at 
Weeki Wachee Spring, Florida, are described, 
with a report of one case representing the type of 
person the author thinks should give up diving. 
Contraindications are reviewed, and in a broad 
concluding discussion, the importance of carefully 
supervised instruction and the exercise of sound 
judgment in the pursuit of skin and scuba diving 
are stressed. Illuminating the text are excellent 
illustrations explaining Boyle’s law in both skin 
and scuba diving; aero-otitis media; the glottis 
in ascent; the mechanism of air embolism, pneu- 
mothorax and mediastinal emphysema; _baro- 
trauma and tympanic perforation; and barotrauma 
and ear plugs. 

In summary, Dr. Taylor concludes that if 
man will understand and accept the limitations 
nature has placed upon him in an aquatic 
environment, he may learn to adapt himself well 
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to skin and scuba diving, aided by proper methods 
of breathing and intelligent use of the face mask. 
fins, snorkel and scuba. Loss of hearing resulting 
from aero-otitis associated with increased pressure, 
a relatively infrequent occurrence, results from 
damage to the middle ear caused by the inability 
to equalize air pressures. Difficulty in equalizing 
pressure through the eustachian tube should 
preclude indulgence in these sports. Air embolism 
may be a serious complication of scuba diving, 
and the scuba diver should be well versed in its 
mechanism and how to avoid it. On being subject- 
ed to pressure, one may experience a temporary 
loss of hearing, which usually subsides completely 
when the tissues of the middle ear have returned 
to normal. 

Skin and scuba diving are potentially fatal 
sports, requiring thorough familiarity with the 
physics and physiology of diving. Pain in the 
region of the ear and sinuses is probably the 
greatest deterrent, and ignorance and foolhardi- 
ness are the greatest dangers to man’s subaquatic 
adventures. Those who are fearful of underwater 
and confined spaces and those who are poorly 
trained in the proper methods of skin and scuba 
diving and are not fully aware of the limitations 
imposed upon them by nature should not indulge 
in these activities for they may experience panic 
underwater and thus court disaster. Man has 
adequately demonstrated his ability to adapt 
himself to a subaquatic environment by means of 
proper equipment, proper training and proper 
physical status, but without the benefit of expert 
experience, and adequate instructions and equip- 
ment, he may well destroy himself. 


This We Believe. PresmEeNt’s Appress. By 
Louis M. Orr, M.D. J. A. M. A. 170:1139-1140 
(July 4) 1959. 

In this inspiring forthright address delivered 
on the occasion of his accession to the presidency 
of the American Medical Association, Dr. Orr sets 
forth succinctly the fundamental beliefs which are 
vital to medicine, to America, and to all man- 
kind. He declares that men who blaze the trail 
for humanity must learn from the past and face 
up boldly to the future. To do so, they must 
breathe the air of freedom, and they flourish best 
where all men respect knowledge, value personal 
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in:tiative, and applaud quality. They have flour- 
is)ed in America, whether in medicine, in indus- 
tr’, or in the other professions, because this na- 
ticn, from its beginnings, has cherished the ideals 
of individual freedom and self reliance. Review- 
inz present disturbing trends in this country, he 
draws a lesson for today from Greece and Rome 
and their downfall, not from outside aggressors 
but from a decline in their moral and spiritual 
strength. 

In appraising the road medicine is to travel, 
Dr. Orr emphatically rejects the road of com- 
pulsion and extols the road of the free spirit, the 
road medicine must continue to follow if it would 
remain a faithful servant of mankind. His plea is 
for “not compulsion but voluntary cooperation; 
not force but reason; not blind obedience but 
independent intelligence; not timidity but faith— 
faith in man, faith in ourselves, faith in God.” 
Freedom, he holds, if it is to survive and grow, 
“must be fought for again and again, day after 
day, by men and women willing to stand up and 
be counted.” He emphasizes the purpose of 
American medicine to continue to furnish the best 
possible health care to every American including 
particularly the older citizen, to continue to im- 
prove and broaden voluntary health programs, 
and to continue to defend the unfettered mind, 
for medical progress depends on the relentless 
quest for truth by minds that are free. The prac- 
tice of medicine, he declares, “is more—much 
more—than merely facts and experience. It is 
new knowledge, new ideas—a blending of the 
best of the old with the best of the new.” This 
stimulating address vigorously upholds the basic 
belief that the fundamental obligation of the 
medical profession is to maintain medicine’s role 
as mankind’s faithful servant. 


Skin Manifestations of Organic Phos- 
phate Insecticide Poisoning. By Tobias R. 
Funt. A. M. A. Arch. Dermat. 78:82-84 (July) 
1958. 

Fatalities due to organic phosphate insecticide 
poisoning establish undeniable evidence of a 
relatively new and often baffling menace to public 
safety. A case is here reported in which a 
dermatologic finding is presented as a sign of 
chronic exposure to Parathion, one of the more 
commonly used organic phosphate insecticides. 
The author observes that insecticides of organic 
phosphorous derivatives are highly dangerous 
poisons to which adults and children are being 


ABSTRACTS 849 


exposed, the commonest offenders being Para- 
thion and Systox, used as garden insecticides. He 
reminds physicians to be on guard for the oc- 
casional patient with clinical signs of parasym- 
pathetic stimulation as the key to a diagnosis of 
chemical poisoning. Signs include miosis, para- 
doxical mydriasis, localized hyperhidrosis, sali- 
vation, tearing, cyanosis, pulmonary edema, 
muscle twitches, convulsions, coma, areflexia, and 
loss of sphincteric control. Goose flesh appearance 
of the skin has been observed as a further aid in 
diagnosis. These changes are reversible with 
prompt and adequate therapy, and atropine is the 
therapeutic drug of choice. 


Pyrimethamine in the Treatment of 
Polycythemia Vera. By John W. Frost, M.D., 
Ralph Jones, Jr., M.D., and Ulfar Jonsson, M.D. 
South. M. J. 51:1260-1265 (Oct.) 1958. 

It is the purpose of this paper to present the 
results of studies which demonstrate that pyri- 
methamine (2,4-diamino-5-P-chloropheny]-6-ethyl- 
pyrimidine), (Daraprim) has clinically useful 
therapeutic activity in patients with polycythe- 
mia vera, that the therapeutic effects of this com- 
pound are due to competitive interference with 
folic acid metabolism, and that it can reproduce 
all the features of folic acid deficiency in humans. 
Fourteen patients with polycythemia vera, treated 
from three to 26 months, received a total of 17 
courses of pyrimethamine to control the disease. 
In 11 of the patients there was a fall in hemo- 
globin, hematocrit, and red blood cell counts. Side 
effects in several patients consisted of thrombo- 
cytopenia, leukopenia, atrophic glossitis, ulcers of 
buccal mucous membranes, alopecia and megalo- 
blastic bone marrow changes. Never serious, these 
side effects could be reversed by folic acid even 
with continued pyrimethamine administration. 
The authors stated that the reversal of all dem- 
onstrable biologic effects of pyrimethamine by 
concurrent administration of folic acid indicates 
that its therapeutic effects in polycythemia are 
entirely due to its function as a folic acid an- 
tagonist. They concluded that, in spite of some 
disadvantages, the drug can be used to control 
polycythemia satisfactorily in most cases. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 




















Resolutions For 1960 


WHEREAS it has been customary for many generations for individuals and 
groups of individuals of serious thought and sincere purpose such as the Florida 
Medical Association to make Resolutions at this time of year, and 


WHEREAS such Resolutions are made for the purpose of improving the 
efforts, or morals, or attitude of the individual or group making such, and 


WHEREAS the physicians of America are interested in the welfare and reputa- 
tion of physicians everywhere, and are especially eager that the accomplishments of 
the Medical Profession continue to become progressively greater, now 


THEREFORE, BE IT RESOLVED that we live up to the heritage we have 
received from our forefathers in Medicine and continue to earn and deserve the 
privileges and esteem awarded to our profession by a grateful public as we keep 
our ideals, ethics, and scientific knowledge on a most high plane, and 


FURTHER, BE IT RESOLVED that we be good citizens as well as good phy- 
sicians and assume our other responsibility as leaders in all phases of our community 
life, including politics, and 


FURTHER, BE IT RESOLVED that we work as diligently and as constantly 
as our adversaries to do everything we can to preserve the freedom of our profes- 
sion and also the freedom of all men. 


Respectfully submitted, 


CO 


And A HAPPY NEW YEAR to all of you. 
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To Care For One’s Own 


Only a few years ago the newspapers, radio 
and television were filled with the details about 
a little boy who fell into a pit near his home and 
was almost suffocated. Through the tireless ef- 
forts of rescuers, working night and day, the 
child was saved. From the earliest moments of 
the emergency, a local physician remained at the 
site of the catastrophe giving advice and super- 
vising the administration of oxygen and other 
items which proved effectual in saving the boy’s 
life. When the child again took a breath of fresh 
air from the surface of the earth, the whole popu- 
lace breathed a sigh of relief with him and neigh- 
bors felt a bit closer to know that in times of 
dire distress even strangers would band together 
to save a child’s life. We had taken care of our 
own. But the air of exultant joy was soon 
pervaded by a stench that remained in men’s 
nostrils for months. The miasma was so over- 


whelming that it is doubtful if the physician who 
worked so faithfully and tirelessly in the rescue 
operations will ever be the same. 

What history lacks in colorful emotional over- 
tones it makes up for in succinct immutable satis- 





fying facts. The physician sent the parents a bill 
for his services rendered to the child. Super- 
ficially the bill was large for the average working 
family. Yet this family was no longer average. 
Television appearances had contributed sizable 
cash sums to the parents’ assets. 

With the aid of a good press, however, the 
parents and child were made to appear the vic- 
tims of an overcharging, heartless charlatan. Of- 
fers came from far and wide to pay the physician 
for his pound of flesh. He was denounced by radio 
and TV commentators, and the weekly news 
magazines not only took joy in crucifying him 
with biased reports, but also printed almost to 
exclusion only letters condemning a physiciar for 
doing what was his moral, legal and ethical right 
—charge a fee which he believed was right. 

From a hero the physician now became a 
Shylock. None would carry his standard. Finally, 
his own American Medica] Association, speaking 
from the mouth of one of its official physicians, 
made an utterance to the effect that the average 
physician would not have done as this damned 
one had. The physician withdrew his bill. The 
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parents were happy. They had more money in 
the bank than ever. Their lawn, which had been 
trampled upon by those aiding, as well as those 
watching, could be replaced and the landscapers 
paid. Other incidentals, such as thanks and 
humility, were really unimportant anyway. 

If is useless, if not neurotic, continually to 
bemoan ill fortune that has past. To be a flagel- 
lant accomplishes nothing except the gratification 
of some masochistic tendency. If, however, by 
reminding ourselves of some unfortunate event 
we can learn to profit, then let us open up the 
old wound so that our memories are refreshed 
and never again wittingly err similarly. 

To care for one’s own is a credo based on 
survival. Various groups band together for their 
own protection, but in these days of supposed 
civilization they really join for their own better- 
ment. Such an organization is the American 
Medical Association. It is therefore most distress- 
ing to recall that when a physician was beset with 
troubles and criticisms enough to have crushed 
a lesser man, some official of the American Medi- 
cal Association whose name it is hoped is well 
forgotten added the fina] blow of condemnation. 
Had there been time for investigation, had there 
been time to let rancor quiet, had there been 


EDITORIALS AND COMMENTARIES 


VotumeE XLVI 
NuMBER 7 


time to let the emotional caldron cool before 
making a quasi official decision, then even a 
complete denunciation of the physician by the 
American Medical Association would have been 
acceptable. 

It is well to remember. It is well to atone. 
Changes have occurred recently in the hierarchy 
and bureaucracy of the American Medical Asso- 
ciation which should prevent a recurrence of 
similar unfounded condemnations. We _ expect 
news magazines to color and slant news as their 
editors desire. Even these media recanted their 
early condemnations by admitting that by far the 
majority of people who had written them thought 
the succoring physician was right and just in his 
charge. Of course, when these facts were made 
known, everyone had lost interest. The only one 
who cared was the now almost forgotten phy- 
sician. And why remember him? It is well to 
remember and well to atone if we wish to protect 
ourselves from the punishment inflicted on one 
of our own for whom we did not care. To care 
for one’s own is a credo. It must never be for- 
gotten if the organization of physicians into 
groups for their own benefit is to have any 
meaning. 


J.J.L. 





Biochemical Genetic Defects 


The influence of genetic makeup on the occur- 
rence of human disease, and mental disorders in 
particular, has up until recently been limited to 
the description of a few rare metabolic errors of 
metabolism. As the details of intermediary me- 
tabolism in these conditions have become better 
known, the understanding of human disease on 
a molecular and enzymatic level has progressed. 
Phenylketonuria, galactosemia, the glycogen stor- 
age diseases, and the nonendemic types of cretin- 
ism are a few well known examples of the rapidly 
expanding list of such altered heritable metabolic 
abnormalities that have contributed much to 
medical knowledge. 

Advances in the fields of biochemistry and 
genetics are now providing newer methods for the 
study of such abnormalities of metabolism. Un- 
fortunately, for a variety of reasons, clinical in- 


vestigators and research workers interested in hu- 
man disease associated with physical and mental 
retardation have been hampered in their work 
and deprived of access to clinical case material. 
The limited number of cases, geographic isola- 
tion, dependence on fairly elaborate research 
equipment and facilities, and a general apathy on 
the part of physicians along with society in deal- 
ing with such patients constitute some of the 
major causes for this state of affairs. 
Traditionally, state training schools and in- 
stitutions for the mentally retarded have been 
sequestered into the countryside, remote from 
society, medical consultation and access to re- 
search facilities. Society’s apathy and “out of 
sight, out of mind” attitude have brought about 
this geographic isolation to a degree that, with 
the exception of the state of Florida, there is no 
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<tate-supported institution for the care of the 
mentally retarded within a radius of 40 miles 
‘rom a university medical teaching center. 

Of all the states, Florida has the only large 
university hospital and medical school geograph- 
ically situated within five miles of a state train- 
ing school for the mentally retarded. The medi- 
cal center is stil] in its early development, but 
already advances are being made in applying 
current biochemical techniques to the study of 
mental retardation and hereditary diseases. Ex- 
tensive study of the connective tissue acid muco- 
polysaccharides as they occur in urine and tissues 
in the Hurler syndrome (gargoylism, lipochondro- 
dystrophy, dysostosis multiplex), a grotesquely 
deforming, heritable disorder of connective tis- 
sues, is in progress. While these studies have al- 
ready aided in the early diagnosis of this condi- 
tion, they also carry the promise of casting light 
on the basic defect in this experiment of nature, 
which can transform an apparently normal infant 
into a hideous, mindless imbecile in a period of a 
few short years. 

The studying of the Hurler syndrome in which 
there is a storage or accumulation of abnormal 
amounts of naturally occurring acid mucopolysac- 
charides in nearly all tissues of the body, and 
excessive excretion of these substances in urine, 
may in turn add to the understanding of the role 
of connective tissue acid mucopolysaccharides in 
physiologic and pathologic processes. The patho- 
genesis of the delayed skeletal maturation, the 
premature changes in the coronary and large 
blood vessels that resemble arteriosclerosis, the 
nodular thickening of the mitral and aortic valves, 
the progressive mental deterioration, the flexion 
contractures of the extremities, and the hirsutism 
found in this disorder are but a few of the un- 
answered problems posed by this metabolic 
anomaly. 

Fortunately, the proper milieu for the exten- 
sion of these and similar studies in allied meta- 
bolic disorders now exists in Florida. The per- 
sons with problems of retarded physical and 
mental growth will no longer be isolated from 
adequate medical consultation, and clinical in- 
vestigators will more readily be given the oppor- 
tunity to uncover the basic etiology of such dis- 
orders. 

ANDREW E. Lorincz, M.D. 
ASSISTANT PROFESSOR 
DEPARTMENT OF PEDIATRICS 


COLLEGE OF MEDICINE 
UNIVERSITY OF FLORIDA 
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Cardiovascular Diseases Seminar 
Jacksonville, Feb. 18-20, 1960 

The Seventh Annual Seminar on Cardiovascu- 
lar Diseases has been scheduled for Thursday, Fri- 
day and Saturday, February 18-20, at the Pru- 
dential Auditorium in Jacksonville. The Seminar 
is sponsored by the Northeast Florida Heart As- 
sociation in cooperation with the Division of Post- 
graduate Education of the College of Medicine 
of the University of Florida, and the course is 
accepted for credit by the American Academy of 
General Practice. Dr. Daniel R. Usdin of Jack- 
sonville is president of the Northeast Florida 
Heart Association. Dr. Max Michael Jr., Execu- 
tive Director of the Jacksonville Hospitals Educa- 
tional Program, is in charge of the program. 

The speakers for the Seminar include Dr. 
James V. Warren, Professor and Chairman of the 
Department of Medicine, University of Texas 
Medical College, Galveston; Dr. H. S. Weens, 
Professor and Chairman of the Department of 
Radiology, Emory University School of Medicine, 
Atlanta; Dr. Jesse Edwards, Professor of Pathol- 
ogy, Mayo Clinic Foundation, Rochester, Minn.; 
Dr. Proctor Harvey, Georgetown University 
School of Medicine, Washington, D. C., Dr. Rich- 
ard P. Schmidt, Associate Professor of Medicine, 
College of Medicine, University of Florida, 
Gainesville, and Dr. Frank Spencer, Associate 
Professor of Surgery, Johns Hopkins Hospital, 
Baltimore. 

Dr. Michael stated that the program of the 
Seminar waquld be similar to that presented last 
year with the formal presentations correlated with 
panel discussions and question periods during 
which the entire staff will participate. The lec- 
turers primarily will discuss the cardiovascular 
diseases, their diagnosis and treatment. 





New Telephone Number 
J. Hillis Miller Health Center 
University of Florida 


Beginning Jan. 17, 1960, the telephone num- 
ber of the J. Hillis Miller Health Center at the 
University of Florida again will be changed. The 
new number will be FRanklin 6-3211. 

The Southern Bel] Telephone and Telegraph 
Co. has explained that the change in the number 
was necessary to insure adequate telephone serv- 
ice in the future. This makes the second time the 
number has been changed since the Teaching 
Hospital and Clinics opened in 1958. 




















JAN 
































“ ee E5RS S3sR Zee Ssehe also Ss s3mses 
SNINI 
huge punnionoh fa Prv0g S0:¢ 
ch PRIS Mg bnpray oman 
OS‘€ 
" G$2:¢e 
/ WPOVPPD 00:€ 
yuan WYfnuUaNne Puv2ae> 
: ! an on 
UNOS W) IONOK, 00:% re ere UM PPAS W) BN 00:Z 
uorpognbay eapobaray 0¢:| uarzorgnbay axvbayay, OF I 
Unnvag PUoIae enietes UNITED JOU 
sarobajary go 20noy uonovac Tovaual caypbajacy fo 20719” 
NOONYI 
t f i 
| | 
00:21-00:II 
00:21-00:1I ousmpatug Io yuaurpoay? 
sumo apr % preuabouo)y/, yt Un opumudoynra Y JUI72y , 
syouny +7autyy 
: | ~— : 
edn POW) HOAIAY fst 3 opNrryHa pe) e evaDaYy 
” 1:01 aouarafay - Ci: Ol 
"  ¢oS'6 SS:6 
$8 pea opunyha pe%, iad 
PPAVPPY S16 OIYP $1:6 : 
hyquraovyy mypUatag PUL echnovh hyyorady Myquca0gy IY/pUTIG JOUE usrqorgorbay 
puto a1 mtn 6 Trudy g Trdy 
hepuoyy hepunc hepunyec hepisy ONINYC 
NOILVIDOSSV TWIIG3W YaIyOT4 





LrMeivyyp 











prom EDITORIALS AND COMMENTARIES 


Jan: 
Guest Speakers 
For Annual Meeting 


Dr. J. Graham Smith Jr. of Miami, (left) Assistant 
Professor of Dermatology, University of Miami School 
of Medicine. Guest of Florida Society of Dermatology. 
Title of address: “Griseofulvin in the Treatment of 
Fungous Infections.” 


Dr. Richard T. Smith of Gainesville, Professor 2nd 
Head, Department of Pediatrics, College of Medicine, 
University of Florida. Guest of Florida Pediatric 
Society. Title of address: “Treatment of Respiratory 
Infections in Children.” 


Dr. John L. Bell of Chicago, (left) Assistant Pro- 
fessor of Surgery, Northwestern University Medic7l 
School. Guest of Florida Chapter, American College 
of Surgeons. Title of address: “Management of Acute 
Trauma of the Hand.” 


Dr. Paul C. Bucy of Chicago, Professor of Surgery. 
Northwestern University Medical School. Guest of 
Florida Neurosurgical Society. Title of address: ‘The 
Treatment of Craniocerebral Injuries.” 


Dr. Crawford J. Campbell of Albany, N. Y., (left) 
Chief of Orthopaedic Surgery, Albany Hospital: As- 
sociate Professor at Albany Medical College. Guest 
of Florida Orthopedic Society. Title of address: “‘Prob- 
lems Peculiar to the Management of Acute Traumata 
in the Bones of Children.” 


Dr. John M. Converse of New York, Lawrence 
D. Bell Professor of Plastic Surgery, New York Uni- 
versity College of Medicine. Guest of Florida Society 
of Plastic and Reconstructive Surgery. Title of 
a “Blow-Out Fracture of the Floor of the 

rbit.” 


Dr. John J. Procknow of Chicago, Assistant Pro- 
fessor of Medicine, School of Medicine, University 
of Chicago. Guest of Florida Chapter, American Col- 
lege of Chest Physicians. Title of address: ‘“Fungous 
Diseases of the Lungs.” 


Dr. E. L. Foltz of Philadelphia, Staff Member of 
the Pepper Laboratory of Clinical Medicine, Univer- 
sity of Pennsylvania School of Medicine. Guest of 
Florida Academy of General Practice. Title of ad- 
dress: “The Role of Antibiotics in the Management 
of Infectious Diseases.” (Photograph not available 
at press time.) 
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Second Annual Conference 
County Medical Society Presidents and Secretaries 
January 16 and 17, 1960 


The incoming presidents and_ secretaries of 
Florida’s county medical societies will gather in 
Jacksonville this month for the Second Annual 
Conference for County Medical Society Presidents 
and Secretaries, sponsored by the Florida Medi- 
cal Association. The meeting will be held in Jack- 
sonville at the Hotel Robert Meyer, beginning 
on Saturday, January 16, at 2 p.m. and continu- 
ing until noon on Sunday. The initial conference 
last year proved the value of such a gathering 


to the new officers of the Association’s component 
societies and evoked sufficient interest to insure 
a large attendance this year. 

The program has been arranged to cover 
current programs, plans and problems at the na- 
tional, state and county levels. A special] feature 
this year is the period set aside on Sunday morn- 
ing for the county medical society officers to 
discuss their mutual programs and problems. The 
program follows: 


SATURDAY, JANUARY 16, AFTERNOON SESSION 
Ralph W. Jack, M.D., President, Florida Medical Association, Presiding 


1:45p.m. Registration 

2:00 p.m. Welcome to Assembly (Purpose of Meeting) 

2:15p.m. Current Policies and Programs of the American Medical 
Association 

2:45 p.m. Responsibilities of the County Medical Societies 

3:00 p.m. New Florida Medical Association Charter and By-Laws 

3:15p.m. Forand Type Legislation and Aging 

3:45 p.m. Florida Medical Foundation 

4:00p.m. Florida Medical Association Investment Trust 

4:15p.m. Questions and Answers 

6:00 p.m. Reception and Dinner 


Ralph W. Jack, M.D. 
Ernest B. Howard, M.D. 


Jere W. Annis, M.D. 
Samuel M. Day, M.D. 
H. Phillip Hampton, M.D. 
John D. Milton, M.D. 
Floyd K. Hurt, M.D. 


SUNDAY, JANUARY 17, MORNING SESSION 
Leo M. Wachtel, M.D., President-Elect, Florida Medical Association, Presiding 


9:00a.m. The morning session will be devoted to county medical society officers 


to for discussion of their mutual programs and problems. 


(Time for 


12:00 noon this type of discussion was requested by many of those who attended 


the conference last year). 





Early 1960 Bahamas Conferences 


During the first four months of this year, 
Bahamas Conferences offers four conferences of 
interest to Florida physicians. All are scheduled 
for Nassau in the neighboring Bahamas. The 
registration fee for each conference is $75, and 
registrants will receive an official certificate of 
attendance for deduction purposes. For American 
citizens passports are not required, and vaccina- 
tion certificates are not now required. There are 
direct flights to Nassau from Miami and Fort 
Lauderdale and boats from Miami. 

The Second Bahamas Surgical Conference 
will be held from December 28, 1959, through 


January 16, 1960, and the Second Bahamas 
Serendipity Conference from January 17 until 
January 30, 1960, both at Nassau’s British 
Colonial Hotel. From March 5 until March 12, 
1960, the First Bahamas Allergy Conference will 
take place at Nassau Beach Lodge. Beginning on 
April 1 and continuing until April 14, 1960, the 
Ninth Bahamas Medical Conference will be held 
at the British Colonial Hotel. Further informa- 
tion may be obtained by contacting Dr. B. L. 
Frank, Organizing Physician, Bahamas Confer- 
ences, P. O. Box 4037, Fort Lauderdale. 
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President Jack Sounds an Alert 


With the convening of the Congress this 
month for its 1960 session, excerpts from an 
address made by Dr. Ralph W. Jack, President 
of the Florida Medical Association, to the Wom- 
an’s Auxiliary to the Florida Medical Association 
at its annual meeting in Tallahassee last fall are 
particularly timely. Dr. Jack assigned the doctors’ 
wives the role of “an additional weapon,” one 
definition of the word “auxiliary,” in the battle 
physicians are now waging against a cancer of so- 
ciety that can be just as deadly to human beings 
as any other cancer known unless it is detected 
early and eradicated. “Socialism,” he asserted, ““— 
socialistic invasion of your free enterprise system 
—will bring certain death to society. Our Nation 
has lost several good friends among nations to 
this type of cancer. The disease is attacking our 
Nation and we must be alert and stamp out its 
early beginnings if we are to save our society 
from a cancer death of this kind. The most re- 
cent evidence of this disease has shown up as a 
new approach to socialized medicine: a Bill being 
presented to the 86th Congress of the United 
States, H.R. 4700, better known as the Forand 
Bill. 

“There is no doubt but that those who wish to 
socialize this country will make a big push to pass 
this legislation when Congress reconvenes in 
January 1960. This Bill is a new method to spread 
the cancer of society—Socialism; a new side- 
door approach to ‘socialized medicine.’ It is more 
dangerous than the Murray-Wagner-Dingell Bill 
although at first glance it does not appear as bad. 
The Murray-Wagner-Dingell Bil] would have 
brought socialized medicine to the United States 
in one fell swoop. The Forand Bill is simply the 
down-payment that will deliver socialized medi- 
cine bit by bit on the installment plan. 

“In brief, H.R. 4700 would again increase 
Social Security taxes and extend hospitalization, 
nursing-home care and surgical services to re- 
cipients of Social Security benefits. It is the fine 
print in this Bill the medical profession must 
bring out and analyze for the public. We are the 
experts in the field of health who must do that. 
Faced with a frontal attack like the Murray-Wag- 
ner-Dingell Bill offering a choice between so- 
cialized medicine and medicine practiced in free- 
dom, the people of this country chose easily, 
quickly and unmistakably. If they are informed 
regarding the implications of the Forand Bill, 


EDITORIALS AND COMMENTARIES 857 





Dr. Jack 


they wil] turn thumbs down on this piece of legis- 
lation, but if we do not accomplish this bit of 
public education, they may well be sold a bill of 
goods they don’t need and at a price they can’t 
afford.” 

Dr. Jack made a strong plea for “an informed 
public writing their congressmen and senators 
about their beliefs regarding this type of legisla- 
tion.” He urged the writing of thousands of letters 
to overcome the lead already taken by a minority 
group of loud, noise-making, socialistic politicians. 
“The public must be made to know that this Bill 
would not result in better but rather poorer health 
care for the people of this country. Since the be- 
ginning of the century, revolutionary advances 
in medicine and improved medical and public 
health progress under a free enterprise system 
have increased the life expectancy of the average 
American by 20.5 years. More people live more 
years and all people live healthier lives.” 

To accomplish the objective of getting the 
public well informed, the physicians of Florida 
as well as their wives may well heed the five 
suggestions Dr. Jack made to the members of the 
Auxiliary. They were: 

“1. Each of us must become a missionary 
within our own circle of acquaintances and ex- 
plain to our patients and friends the dangers of 
political medicine. We need allies. If we spell out 
the facts, we’ll get them because the truth is on 
our side. 

“2. We must be prepared to write letters our- 
selves and encourage others to write to their own 
congressmen, setting forth the reasons why the 
Forand Bill is bad medicine for the Nation. 

“3. Let us seek the support of nonmedical 
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groups which share our principles and oppose 
needless government intervention. 

“4. Let us use the materials available to us 
through the A.M.A. on the subject of Forand 
legislation and distribute them as widely as possi- 
ble to patients, friends and neighbors. 

“5. Let us remind the people of Florida about 
the tremendous advances in the care of the aged 
already accomplished in our State. These are well- 
outlined in the testimony given before the House 
Ways and Means Committee by Dr. H. Phillip 
Hampton of Tampa, Chairman of the F.M.A. 
Committee on Legislation and Public Policy.” 

This testimony was published in the October 
1959 issue of The Journal. 

Dr. Jack, in conclusion, urged the doctors and 
their assistants not to allow this cancer of society 
to spread by apathy and default. “We must as- 
sume our rightful role as intelligent, educated 
leaders in the community,” he said. “We must 
take an interest in politics before politics takes 


” 


us. 





Florida Physicians Testify 
Before Senate Sub-Committee 
On Problems of Aged and Aging 


The United States Senate Sub-Committee on 
Problems of the Aged and the Aging, at its Miami 
hearing on Dec. 2, 1959, heard the testimony of 
Florida physicians officially representing several 
organizations. These physicians and the organiza- 
tions they represented were: Dr. Edward R. An- 
nis, of Miami, the Governor’s Citizens Medical 
Committee on Health; Dr. Jere W. Annis, of 
Lakeland, Blue Shield—Blue Cross; Dr. Charles 
K. Donegan, of St. Petersburg, the Florida So- 
ciety of Internal Medicine; Dr. Samuel Gertman, 
of Miami, the Committee on Health of the Wel- 
fare Planning Council of Dade County; Dr. H. 
Phillip Hampton, of Tampa, the Florida Medical 
Association; and Dr. Wilson T. Sowder, of Jack- 
sonville, the Florida State Board of Health. 

Dr. Hampton, Chairman of the Association’s 
Committee on Legislation and Public Policy, 
presented the following testimony: 

STATEMENT OF 
THE FLORIDA MEDICAL ASSOCIATION 
United States Senate 
Sub-Committee on Problems of 
the Aged and Aging 
Miami Hearing 
December 2, 1959 
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Mr. Chairman and Members of the Committee: 

I am Dr. H. Phillip Hampton of Tampa, 
Florida where I am engaged in the private prac- 
tice of medicine. I am a Member of the Board 
of Governors and Chairman of the Legislative 
and Public Policy Committee of the Florida Medi- 
cal Association. 

In 1954 the medical doctors of Florida re- 
quested the Governor to appoint a committee to 
study the problems, of medical and hosp‘tal care 
in this state with particular reference to those 
who were unable to provide this care for them- 
selves. 

A major finding of the committee pointed out 
that there are two groups of individuals unable 
to pay for medical and hospital care: (a) those 
persons on the state welfare rolls who require 
public assistance for food, clothing and shelter 
and (b) those persons who, after proper investi- 
gation, are found able to provide the basic neces- 
sities for themselves but cannot meet the cost of 
major medical care and hospitalization—the medi- 
cally indigent. 

The committee recognized that indigency was 
a disease with economic, sociologic, medical and 
political causes which needed to be eradicated by 
specific treatment in order to rehabilitate the in- 
dividual to independence. A merely supportive 
approach to the problems of indigence leads to an 
incurably chronic condition of indigence as a way 
of life with the individual completely dependent 
upon the state and free of responsibility. 

The committee recommended establishment of 
a uniform system of hospitalizing the acutely ill 
indigent by creation of a state and county match- 
ing fund out of which payments might be made 
directly to hospitals for the costs of caring for 
certified indigent; the smaller government 
(county) units would be encouraged to assume 
the major administrative and financial responsi- 
bility. Plans for care of the chronically ill and 
outpatient care of indigent were to be made after 
additional study. It was assumed the doctors of 
Florida would continue their services to the acute- 
ly ill, hospitalized indigent persons without charge, 
pending further study. 

The recommendations were enacted into law 
by the Florida Legislature and became effective 
1 January 1956. The program is administered 
through the county health officers and is flexible 
enough to meet the individual] problems of each 
county. The health officer may delegate determi- 
nation of indigence and other duties to qualified 
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azencies. A one-page form is used by the physi- 
can, who makes the diagnosis and refers the pa- 
tient for hospital admission, by the social worker 
who determines indigence, and by the hospital 
for the bill. 

Sixty-four of Florida’s sixty-seven counties 
(97% of the population) voluntarily joined the 
statewide program to provide hospital care for 
the acutely ill indigent and the plan has func- 
tioned to the satisfaction of patients, hospitals 
and physicians. No Florida citizen is denied hos- 
pital care who needs it. 

With a yearly expenditure of approximately 
$2,000,000 in state funds and $2,000,000 in county 
funds about 22,000 indigent are provided hospi- 
tal care each year at an average hospital daily 
cost of $20 and average hospital stay of 9.6 days; 
46% have been public assistance recipients and 
54% medically indigent. Twenty-six per cent were 
aged 65 and over. In only 10% of the admis- 
sions was there participation in payment to the 
hospital by family, charitable organization, or 
insurance. 

Continuing their study on the problems of 
medical care, the second Citizens Medical Com- 
mittee on Health appointed by the Governor re- 
cently made the following pertinent recommenda- 
tions: 

1. For the extension of the benefits of health 
insurance: through every practicable channel en- 
courage the development and promote the use of 
voluntary low cost health insurance which will ex- 
tend benefits to the aged and cover long term ill- 
nesses. 

2. For reduction in the costs of hospital care 
in long stay illnesses: the encouragement of the 
construction and operation of “limited service 
hospitals” in close proximity to major general 
hospitals to promote early transfer of patients 
from general hospitals and to provide efficient 
long term care of chronic diseases. 

3. For more adequate nursing home care: 
legislative authorization for the Welfare Board 
to implement a program to pay the cost of nurs- 
ing home care for public assistance recipients, this 
to be provided by county, state and federal match- 
ing funds; also encouragement of the active par- 
ticipation of religious groups in developing and 
maintaining nursing home facilities. 

4. For accessible and economical medical care 
for the aged and those with chronic illnesses: the 
expansion of present outpatient clinics and the 
organization of additional clinics to meet the 
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medical needs of the indigent and the chronically 
ill, with such services coordinated with and fully 
utilized in expanding and strengthening the in- 
tern and resident medical training program. 

5. For home care of the aged and the chroni- 
cally ill: within the realm of existing health agen- 
cies expand and modify community nursing pro- 
grams so that the services of visiting -nurses will 
be widely available and existing welfare agencies 
to sponsor foster home care, and homemaker and 
friendly visitor services. 

6. For the provision of medical services to re- 
cipients of public welfare: the assignment of re- 
sponsibility for medical and health matters to the 
medically-directed health agency with the evolu- 
tion of appropriate inter-agency administrative 
relationships. 

7. For increased state and local responsibility 
for medical care of the indigent program: use 
every possible influence to obtain a release to the 
states of tax sources now utilized by the federal 
government for the support of health services 
with planning and administrative responsibility 
centered as close as practicable to those served. 

In accordance with these recommendations, 
the Florida Legislature this year amended the 
Hospital Service for the Indigent Law to include 
outpatient medical care and development of ancil- 
lary medical and nursing out-patient services and 
implementation is proceeding as rapidly as avail- 
able funds permit. 

The Florida Medica] Association has created 
the Florida Medical Foundation for the purpose 
of providing medical services for care of the indi- 
gent, postgraduate medical education and re- 
search. This organization can work closely with 
the State Board of Health and State Welfare De- 
partment in providing and coordinating these 
medical services. 

The fabulous advances made in the field of 
hospital and medical insurance in recent years 
attest the responsibility the people of this country 
feel to individually provide medical care for them- 
selves. In 1958, a survey revealed that 63% of 
the population have health insurance, but only 
35% of those aged 65 and over were insured. Led 
by Blue Shield and Blue Cross, insurance com- 
panies in Florida are improving their insurance 
coverage and are offering medical and hospital 
insurance on an individual basis to the aged. 
This is the American way. 

In Florida, no one who needs it goes without 
hospital care. Voluntary health insyrance is being 
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rapidly expanded and is the answer for the major- 
ity. Health needs of the indigent are provided for 
by medically directed statewide programs. 

Only the practicing medical doctor can pre- 
vent the abuses necessary to insure the economical 
and effective operation of these medical insurance 
and indigent care programs. The initiative of the 
medica] profession must be encouraged to assume 
the responsibility of these efforts, but it would be 
thwarted by government programs which assume 
individual responsibility of the physician and pa- 
tient. 

Florida is well on the way to finding answers 
to the economic problems of modern medical care 
through novel applications of traditional prin- 
ciples of individual responsibility in a cooperative 
manner. 

We do not need additional federal legislation 
to solve these problems but we do need a relaxa- 
tion of the rigid regulations directing health ac- 
tivities under federal welfare control and we do 
need release of certain federal taxes collected in 
our state so that these funds might be applied to 
solving our particular health problems in our way. 

There are problems of the aged other than 
medical and hospital care which are of concern 
in their health and happiness. Such problems are 
boredom, continuing opportunity for employment 
and nursing home care. 

If a problem in the economy and distribution 
of medical and hospital care exists in this country, 
can it not be solved by application of American 
ingenuity with the incentive and under the proven 
principles which have been our strength and not 
resort to questionably effective plans as tried 
by other governments foreign to our way and de- 
structive to our traditional principles? 





Florida Participants in 1959 
Southern Medical Association Program 


At the Fifty-Third Annual Meeting of the 
Southern Medical Association, held in Atlanta on 
Nov. 16-19, 1959, 17 papers on the scientific 
program were presented by Florida physicians, 
and 14 physicians from Florida discussed papers. 
In addition, Dr. Louis M. Orr, of Orlando, Presi- 
dent of the American Medical Association, was 
the distinguished guest of Dr. Milford O. Rouse, 
of Dallas, President of the Southern Medical As- 
sociation, and delivered an address at the Presi- 
dent’s luncheon. 
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Participants in the scientific program who 
presented papers and their subjects were: Dr. 
john B. Miale, of Miami, “Clinical Laboratory 
Studies in Connective Tissue Disorders;” Dr. 
Raymond E. Parks, of Miami, “Abdominal Dis- 
tention: Ileus or Obstruction?”; Dr. John T. 
Stage, of Jacksonville, “Florida and Blue Shield 
Come of Age;” Dr. Hugh B. Goodwin Jr., of Fort 
Pierce, ‘Routine Stool Examinations in General 
Practice;” Drs. J. Allen Offen, Harold Schulman 
and James Henry Ferguson, of Miami, “Indica- 
tions, Limitations and Technics of Conization of 
the Cervix;” Dr. Paul W. Boyles, of Miami, 
“Hemorrhagic Diathesis Associated With Long 
Term Anticoagulant Therapy;” Drs. Abraham R. 
Hollender and Jerome Benson, of Miami Beach, 
“The Lymphoid Tissue of the Nasopharynx: 
Factors Responsible for Certain Histopathologic 
Alterations;” Dr. Sherman B. Forbes, of Tampa, 
“Acute Glaucoma Following Extraocular Surgery 
Despite Definitive Ocular Preventive Measures;” 
Dr. Richard T. Farrior, of Tampa, “Cancer of 
the Mouth and Throat;” Dr. Arthur H. Weiland, 
of Coral Gables, “Lest We Forget;” Dr. William 
8S. Hatt, of Sarasota, “A Simplified Method of 
Determining the Degree of Tibial Torsion;”’ Drs. 
Louis P. Brady and Eugene L. Jewett, of Orlan- 
do, “A New Treatment of Radio-Ulnar Synosto- 
sis; Dr. Wallace E. Miller, of Miami, ‘“Evalua- 
tion of the Colles Fracture;” Dr. Lee J. Cordrey, 
of Tampa, “Management of the Neuropathic 
Knee;” Dr. Richard T. Smith, of Gainesville, 
“Tmmunity in Early Infancy;” Dr. Benjamin L. 
Brock, of Orlando, “Comparative Results in Use 
of Two Commercial PPD Skin Tests in 572 Con- 
secutive Admissions;” and Drs. Mark W. Wol- 
cott, Oswald H. Coury and George L. Baum, of 
Coral Gables, “Changing Concepts in Therapy of 
Lung Abscess: A Twenty Year Survey.” 

Florida physicians discussing papers were: 
Drs. J. Gerard Converse, J. Graham Smith, Ralph 
Jones, Kenneth S. Whitmer, Claude G. Mentzer 
and Raymond E. Parks, of Miami; John R. 
Neefe, of St. Petersburg; Richard F. Sinnott, of 
Fort Pierce; Merton L. Ekwall and Sullivan G. 
Bedell, of Jacksonville; and Edward R. Wood- 
ward, Hugh M. Hill, Harriet E. Gillette and J. 
Maxey Dell Jr., of Gainesville. 





FLORIDA MEDICAL ASSOCIATION AN- 
NUAL MEETING, APRIL 8-11, HOTELS 
ROBERT MEYER AND GEORGE WASH- 
INGTON, JACKSONVILLE. 
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Teaching Hospital and Clinics 
University of Florida Formally Dedicated 


Senator Lister Hill (D. Ala.) told the audience 
cn hand for the dedication of the University of 
Florida’s new Teaching Hospital and Clinics that 
‘ne J. Hillis Miller Health Center “has a magnifi- 
cent opportunity to advance the studies of tropi- 
cal medicine.” In his dedicatory address, Senator 
Hill suggested that the University pool its re- 
search resources with other agencies in Florida 
and Central and South America to combat dis- 
eases which might spread to “epidemic propor- 
tions” and threaten the health of the entire hemis- 
phere. 

The new $9.6 million structure, although 
opened for the admission of patients a year ago, 
was formally dedicated in ceremonies on Novem- 
ber 20 and 21, 1959. Dr. William Bosworth 
Castle, George Richards Minot Professor of Medi- 
cine at Harvard Medical School, was the guest 
lecturer on Friday evening for the scientific lec- 
ture with which the program began. Saturday 
morning was devoted to the dedication rites. 

On hand to extend greetings from their re- 
spective organizations were Dr. Louis M. Orr, 
President of the American Medical Association, 
and Dr. Russell A. Nelson, President of the 
American Hospital Association. 

The building was formally dedicated by J. J. 
Daniel, Chairman of the State Board of Control. 
It was accepted on behalf of the University of 
Florida by Dr. J. Wayne Reitz, President, and 
on behalf of the citizens of Florida by Secretary 
of State R. A. Gray. 


Senator Hill said that the establishment of 
the Health Center will provide great advances for 
the people of Florida in the years to come. He 
predicted that the “magnificent hospital and 
health center” will play a “vital role in lifting 
the health standards, not only of the people in 
Florida and throughout our country, but, hope- 
fully, in all parts of the world.” The famed Ala- 
bama senator, who was co-author of the Hill- 
Burton Hospital Construction Act and the new 
Health for Peace Bill, said, “Careful planning 
and remarkable foresight have characterized the 
development of the medical school and health 
center.” 

He cited the opportunity of the University to 
serve the South through the pioneering type of 
effort established by the Southern Regional Edu- 
cation Board, which has aided professional train- 
ing for Southern youth throughout the area. He 
gave special praise to the late president of the 
University of Florida, Dr. J. Hillis Miller, who 
“devoted so much aim and thought to medical 
education.” 


The dedicatory prayer was pronounced by the 
late Dr. Miller’s son, the Reverend William Hop- 
kins Miller, pastor of Westminster Presbyterian 
Church in Fort Lauderdale. 


Health Center officials are planning the publi- 
cation of Senator Hill’s address which may be ob- 
tained by writing the Publications Office J. Hillis 
Miller Health Center, Gainesville. 





Attending the dedication ceremonies Saturday morning, November 21, are (left to right) Dr. Russell A. 
Nelson, President of the American Hospital Association; Dr. Louis M. Orr, President of the American Medical 
Association; Senator Hill; the Reverend William Hopkins Miller, pastor of Westminster Presbyterian Church, 
Fort Lauderdale, and Dr. George T. Harrell, Dean, College of Medicine, University of Florida. 
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Relieving Tension Under Pressure 


In one month alone (June) of this year over 
eight million people bought about 350 million 
pills to relieve tension and anxiety and, for your 
information, spent some 20 million dollars. As 
one preacher complained, ‘““The American people 
are so tense these days even my sermons don’t 
put them to sleep.” This, however, is but a small 
part of the picture for in this day of polyetiolog- 
ic medicine stress is without a doubt the most 
frequently repeated factor in the etiology of 
dis-ease. 

You can start anywhere you like—from the 
head with alopecia or balding to the feet with 
trichophytosis or fungus, from the skin with 
neurogenic dermatitis in to the intestine with 
colitis, from the brain throughout every organ and 
system of organs in the body—-and you will find 
all are highly vulnerable to stress. 

Daily we hear expressions, referred to as jar- 
gon but in reality quite meaningful, such as “he 
almost blew his top,” signifying a cerebral hemor- 
rhage, or the admonishment not to “get your 
bowels in an uproar,” meaning colitis, or the ex- 
pression “he almost busted a gut,” for perfora- 
tion of an ulcer. 

Salter in “Conditioned Reflex Therapy” would 
have us believe that ulcers are due in large part 
to “bottling up” of our own venom and allow- 
ing it to gnaw on our stomachs rather than spew- 
ing it out on our antagonists, and in part this 
explanation is probably true. Certainly any doc- 
tor has seen cases of acute ulcer brought on by 
hate, fear, worry, or if you will, tension. 

Perhaps this would not be true if the behavior- 
al sciences had kept pace with this age. In the 
meantime we have to content ourselves with 
theories on conditioning, frustration-aggression 
and psychosomatic interrelations that somehow 
do not help us much and perhaps are not much 
better than the sedatives and tranquilizers. 

The story has been told, or perhaps I should 
say has been told too often, of a patient whose 
chief complaint was bed wetting. His doctor, af- 
ter due course (history, physical examination, 
laboratory work, et cetera), decided it was 
caused by worry and tension; so he gave him 
Miltown, one of the most ballyhooed of the tran- 


An address presented at the thirty-ninth annual meeting of 
the Associated Industries of Florida, Oct. 15, 1959, Jackson- 
ville, by Dr. Matthew E. Morrow Jr., representing the Florida 
Medical Association, 


quilizers. Later, when he saw the patient and 
inquired about his health, he was told that the 
patient was fine now. He was pleased to hear this 
and asked how long it had been since the patient 
had wet the bed. “Oh,” said the patient, “I still 
wet the bed, but since I started taking the medi- 
cine, I just don’t care.” 

To approach the problem in a little different 
way, we might talk a little about environment. 
First, let us consider the internal environment 
and the jealousy with which it is guarded. Claude 
Bernard first conceived the idea of its constancy 
—for in the face of constant flux it is extra- 
ordinarily constant. This has been referred to as 
metabolic homeostasis by the physiologists, but 
might be better understood by you as physiolog- 
ical economy for it is the sum total of supply and 
demand in the body. 

For the sake of simplicity we will consider 
only the blood sugar. The normal blood sugar 
is between 80 and 120 mg. per hundred cubic 
centimeters—let us call it 100. We awaken in the 
morning and our blood sugar is 100. We get up, 
bathe, shave, dress and perhaps take a little exer- 
cise and the blood sugar remains 100. We eat a 
hearty breakfast and in order to do so we may 
have to fight our way through a few plastic con- 
tainers, but our blood sugar is 100. We drive to 
the office, work all morning and still our blood 
sugar remains 100. And so it goes throughout 
the day—provided the demands of the external 
environment are not too great. Now, here is 
where stress, the villain, enters to disrupt this 
steady state and we have dis-ease. 

We have a disagreement with an associate or 
blowup in a conference; the adrenal glands are 
stimulated, to fight or flight as has been said, and 
up goes our blood pressure, up goes our blood 
sugar, and we are quick, energetic and stimulated 
as long as the demand exists or until we are just 
plain burned out. Then down goes the blood 
sugar and we are weak, wet and shaky. This is 
the same response, though a less healthy one, that 
the tennis player experiences after a game bound- 
ing in energy and lasting long enough to clear the 
net after the victory. Shortly thereafter he is 
spent and exhausted and to quench his thirst he 
raises a glass of water to his parched mouth only 
to find that his hand, only a moment before so 
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steady, now shakes so violently that he can hard- 
ly find his face. 

If such stress—and I am speaking mainly of 
the former type—is allowed to repeat itself con- 
ctantly, the wear and tear wil] eventually show 
itself in dis-ease. Moreover, we must remember 
that there are many other elements of course in- 
volved in this hormonal rat race. The blood 
pressure, for instance, is stimulated each time and 
may remain alarmingly high, and the secretory 
phase of the stomach is enhanced and may lead 
to increased activity and acidity of that organ 
leading to ulcers or perhaps a spastic bowel. 

The surgeon may help to change this internal 
environment by removing the adrenals or the 
thyroid or the pituitary or, for that matter, the 
worry portion of the brain, but this again is hard- 
ly a solution to our problem. What we must 
realize is that in most instances our overt re- 
sponses are largely conditioned by the external 
environment. With the collapse of time and the 
tremendous daily change in our social and eco- 
nomic structure the stress of our external environ- 
ment frequently becomes just too much for us. 

Man is supposed to have been on this earth 
for at least 50,000 years, and there have been 
more developments in the last 50 years than in 
all the years before. What a simple life it must 
have been some 6,000 years ago for the Sumerian 
whose life was limited to a few acres on the 
banks of the Euphrates and who was quite con- 
tent with his potato economy. Now, before we 
have settled our worldly problems, we are flying 
off to the poor old moon and conquering outer 
space. 

Perhaps, however, there is some hope for a 
solution. Bertrand Russell, that brilliant philos- 
opher, has pointed out that we have great need 
tc expand our mental universe to balance the 
expanding physical one. What he means is that 
we must develop our willing and emotions in step 
with our thoughts. If we can learn to understand 
ourselves better, then perhaps decisions need not 
be dependent on the state of our stomachs nor 
conferences disrupted by fear of apoplexy. 

In Dostoevski’s ‘‘The Brothers Karamazov,” 
I believe it is Alyosha who declares: “Everyone 
is really responsible to all men for all and every- 
thing.” If we can keep our internal environment 
then in balance by understanding our external 
environment, we should be able to transcend the 
feelings of frustration and futility and tension 
that beset us at every turn in our present world. 
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Perhaps the golden rule is still the best solution, 
and I believe that the golden rule will survive 
after all the other antiknowledge and gobbledy- 
gook have been discarded. 

I do hope that I have not disappointed you 
too greatly this afternoon. This subject is so filled 
with clichés, such as “don’t worry,” “take up 
golf”—which, by the way, is a good example of 
frustration-aggression, or “get away from it all 
and go fishing,” that it is difficult to avoid them. 
Furthermore, I have purposely avoided the four 
well known R’s: Rest, Relaxation, Recreation 
and Religion, but this should, in no way, mean 
that I do not consider them highly important. 
I thought, however, that these might well come 
into play in your question and answer period. 

I want to express my appreciation for being 
asked here this afternoon. I am honored to repre- 
sent the Florida Medical Association at your 
meeting and I hope I have said nothing that will 
keep you from visiting your doctors regularly. 


MATTHEW E. Morrow Jr., M.D. 





Highlights of Mental Health Conference 


The Annual Conference on Mental Health, 
sponsored by the Committee on Mental Health 
of the Florida Medical Association, was held at 
the Association’s headquarters in Jacksonville 
early in November. Dr. William M. C. Wilhoit, 
Chairman of the Committee, explained in his 
opening remarks that it is customary for the As- 
sociation to bring together at this time of year 
interested persons and representatives of the vari- 
ous agencies involved in the over-all mental pic- 
ture in the state. Conferring as a group, review- 
ing the year’s program and outlining plans for 
the new year in each of the respective areas 
represented lead to mutual exchange of ideas 
which can further consolidate and advance the 
accomplishments of each agency’s program. 

Reporting for the Florida State Board of 
Health, Dr. C. M. Sharp, Assistant State Health 
Officer, cited two major objectives, the establish- 
ment of child guidance clinics and the develop- 
ment of follow-up procedures for patients dis- 
charged from mental hospitals. He reviewed the 
recent results of the follow-up care of discharged 
tuberculosis patients and suggested this type of 
program for following up discharged mental pa- 
tients. Also, he expressed the hope that the rapid 
advancement now being made in the tuberculosis 
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field would in the next few years make possible 
the conversion of another tuberculosis hospital to 
a mental hospital as is now being done in Or- 
lando. 

The major services of the State Board of 
Health and the efforts being made to bring mental 
health principles into each phase of public health 
work were outlined by Dr. Wayne Yeager, Direc- 
tor of the Bureau of Mental Health. He stated 
that 16 child guidance and outpatient psychiatric 
clinics are now affiliated with the Board, and all 
but two have increased their psychiatric time 
since the Florida Psychiatric Society set as a 
minimum standard for approval 20 hours per 
week of psychiatric time. The Board approved 
this standard and hoped to satisfy it this year. 
Of particular interest were the Board’s efforts to 
develop a new professional group whose members 
do not need to have long years of university and 
postgraduate training to carry on their work of 
supplementing the various psychiatric services. 

Dr. W. D. Rogers, Director of the Florida 
State Division of Mental Health, reported the 
present rate of patient separation equals the ad- 
missions, but added that the number of patient 
admissions will increase in proportion to the 
growth of the state’s population. He estimated 
that many of the elderly patients coming into 
the hospitals and at least 20 per cent of the 
present patients could be cared for in a nursing 
home situation. Declaring that outpatient and 
home service programs should become more ‘re- 
gionalized’ in the future, Dr. Rogers favored for 
both of these programs involvement of only a 50 
mile radius at each hospital and increase of none 
of the new hospitals to more than 2,000 patients. 
He explained the real need for the planned psy- 
chotic child service which is now held up be- 
cause of lack of appropriation of funds. His re- 
port evoked a broad discussion of the increasing 
role of nursing homes. 

Dr. John T. Benbow, Superintendent of the 
Northeast Florida Mental Hospital at Macclenny, 
reported a tremendous turnover at that hospital 
already. Most of the facilities are of the inten- 
sive treatment type without any chronic or geriat- 
ric wards. In reporting on the Southeast Florida 
State Mental Hospital, Dr. Arnold H. Eichert, 
Superintendent, mentioned in particular the prob- 
lem of adequate staffing as each state tries to 
outbid the others for doctors’ services. 

The Sunland Training Center Clinical Direc- 
tor, Dr. C. H. Carter, reported that the establish- 
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ment of the new facility in Orlando will help to 
create space for the 1,200 patients currently on 
the waiting list, but warned of even more new ap- 
plications when the new facilities are opened. The 
plans at present are to move the infirmary and 
bed cases to Orlando and leave 550 beds available 
at Gainesville. 

Dr. C. Brooks Henderson, Clinical Director, 
explained the twofold purpose of the Alcoholic 
Rehabilitation Program as (1) treatment and 
rehabilitation, and (2) education. He said the 
inpatient program had been stressed during the 
year and the daily census had been approximately 
40. A needed follow-up service for discharged 
patients is getting under way, and facilities at 
Avon Park are to be expanded from 50 to 60 beds 
in order to balance out the male-female ratio. 
To solve the outstanding problem of alcoholics, 
often jailed, who are “not crooked enough for 
the Division of Corrections, not psychotic enough 
for the mental hospitals and not voluntary enough 
for Avon Park,” he said a pilot program is now 
under consideration using a minimum profes- 
sional assistance with Alcoholics Anonymous in 
a cottage type situation separate from the other 
facilities. 

As president of the Florida Association for 
Mental Health, Dr. Wilhoit reported for that 
organization. During the year efforts were direct- 
ed to strengthening the local chapters of the 
association and preparing them to take a more 
aggressive part in education for mental health. 
There are 26 county chapters in the state, two 
of which are now sponsoring a social club for dis- 
charged mental patients. Avoiding the therapeu- 
tic area, the association sponsors work shops at 
various times and places to promote the different 
phases of mental health, such as the 1959 Pre- 
School Orientation Work Shop, designed to help 
teachers recognize emotional problems in school 
children. 

Dr. Peter F. Regan III, Professor and Head 
of the Department of Psychiatry of the College of 
Medicine of the University of Florida, who was 
the first staff member in May 1958, reported a 
present staff of five full time psychiatrists, 11 part 
time voluntary psychiatrists, a sociologist, a re- 
search psychologist, three clinical psychologists, 
a biochemist working on a research basis and the 
usual corps of research and clerical workers. Last 
year the University put into effect its full time 
teaching program, which gives each medical stu- 
dent a total of more than 500 hours of intensive 
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ndergraduate courses in psychiatry. On the 
raduate level, the residency program began with 
he opening of the 40 bed inpatient service in 
‘uly 1959, and the outpatient clinic has been 
unctioning since January with an average of 70 
jatients. 

The University of Miami School of Medicine 
10w has five full time staff members on its psy- 
chiatric program, as reported by Dr. Henry L. 
Dean, Assistant Professor of Psychiatry. The 
program includes teaching resident students psy- 
chiatry and treating patients in the inpatient and 
outpatient clinics, and conducting research. As 
yet, however, the research program is not fully 
developed. 

Speaking for the Council on Research and 
Training in Mental Health, Dr. Benbow reported 
that the majority of scholarships granted recent- 
ly have been for psychiatric social work. All of 
the stipends are going to Jackson Memorial Hos- 
pital in Miami. He spoke of the difficulty of giv- 
ing money away because the National Institutes 
of Health gives about 50 per cent more than the 
Council and with no restrictions. He also com- 
mented on the legislature’s ruling that a recipient, 
instead of paying his grant by practicing in the 
state of Florida, may repay with money and not 
have to work with a state agency. In the field 
of research, he reported a cut in funds, stating 
that it is especially hard to find anyone who will 
engage in research. 

Reporting for the Florida State Division of 
Correction, Mr. H. G. Cochran Jr., Director, 
stated that of the 6,300 inmates of the state’s 
prisons, approximately 70 per cent will return to 
the prisons. He spoke of the role of liquor in 
crime and emphasized the need for help in trying 
to rehabilitate the mea. 

Dr. Earl N. Saunders of the Florida School for 
Boys at Marianna outlined the programs being 
developed at that institution. First among them 
is a general cottage program for the majority of 
the boys which in the initial stage has proved 
most successful. The school has a neuropsychi- 
atric unit, and 51 boys have been treated on an 
inpatient basis, using a psychiatrist, a psycholo- 
gist and ancillary workers. Future plans include 
a maximum security unit and an expanded social 
program to educate and work with the parents 
while the boys are in school and for follow-up 
after the boys leave. Of 165 runaways during 
the year, only eight were from the Negro sec- 
tion, probably because of stricter discipline and 
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better living conditions than the home environ- 
ment had provided. 

Dr. Sullivan G. Bedell spoke briefly of a re- 
cent meeting of the liaison committee between 
the American Psychiatric Association and the 
American Academy of General Practice, held 
for the purpose of discussing the role of the 
general practitioner in the field of preventive 
mental health. 

Representatives S. C. Smith and F. Charles 
Usina represented the Interim Legislative Com- 
mittee on Mental Health at the Conference. As 
a member of this committee and as chairman of 
the committee of the Legislative Council that 
will be dealing with mental] health and other 
state institutions during the next 16 months, Mr. 
Smith stated that the committee will be pleased 
to hear from the members of the mental health 
groups at any time. Mr. Usina, who is a state 
representative to the Nationa] Association for 
Mental Health, spoke briefly concerning certain 
local mental health problems in his county and 
requested assistance in determining their origin. 

President Ralph W. Jack, of Miami, and 
President-Elect Leo M. Wachtel, of Jacksonville, 
represented the Florida Medica] Association at 
the meeting. In addition to Dr. Wilhoit, of Pensa- 
cola, and Dr. Bedell, of Jacksonville, Dr. Zack 
Russ Jr., of Tampa, was present as a member 
of the Association’s Committee on Mental Health. 
Mr. Robert Ferguson of the Clearwater Mental 
Health Association was also in attendance. It 
was the consensus of the Committee that the 
Conference was so successful and beneficia] that 
it should be continued on an annual basis. 
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Editorial 


When I reflect on some of the things that 
were said at my graduation, the words “arts and 
science of the practice of medicine” comes back 
to me. To me, the “science of the practice of 
medicine” has been much easier to achieve than 
the “arts of the practice of medicine.” I think 
this is probably true of all of us who have gradu- 
ated in the past twenty years. 

The advance of the science of medicine has 
been so rapid that it staggers ones imagination. 
Therapeutic avenues, both medica] and surgical, 
have been opened and offer cures for conditions 
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wherever there is inflammation, swelling, pain 
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Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 

the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VARIDASE shortens 

the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary therapy 

previously considered inadequate or failing. 





for routine use in injury and infection 
.new simple buccal route 


VARIDASE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VARIDASE Buccal Tablets 
should be given in conjunction with ACHROMYCIN® V 
Tetracycline with Citric Acid. 

Each VaripasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 
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of which there seemed no hope. I think that this 
progress will continue but I wonder how far we 
have progressed in the art of medicine. 

Previously, there were so many missing links in 
the science of medicine that our fathers and older 
physicians had to depend a great deal on art. 
Now the situation is reversed and too many of us 
have either discarded the art of medicine or never 
attempted to cultivate it. Therein lies some of the 
problems that confront the physician today. 
Certainly the success cultists achieve are due 
primarily to their ability to sell themselves to the 
patient. It would be very gratifying if we could 
offer a complete and dramatic cure to every 
patient who visits us, but we are not able to do 
this. Sometimes the reason is that the condition is 
not remedial or, secondly, the patient may not be 
sick in a physical sense. These are the places that 
the art of medicine can be used to its best. 

It is always quite discouraging to me to hear 
someone state that they or one of their loved 
ones have been given up by the medical profession 
and they have turned to some cult group for help. 
How much better it would be if this individual 
could say, “My doctor does not think much can 
be done but he is doing everything possible.” 
Individuals with terminal cancer are some of the 
most discouraging people that we have to deal 
with, but they are in dire need of your help and 
reassurance. Sometimes an old-fashioned squeeze 
of the hand or smile is worth a lot more to the 
patient than a tranquilizer. Between closed circuit 
telecast, postgraduate courses and meetings it is 
easy to keep up on the science of medicine, but 
the art needs special care cultivation. 

Richard L. Foster, M.D. 

The Record 

Broward County Medical Association 
January, 1959. 
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You Have a Question, Doctor? 


Questions, forever there are questions. This is 
nothing new. Curiosity is as old as man and is 
responsible for his remarkable progress in a rela- 
tively short period of time. He has come this far, 
not only by asking questions, but by repeating the 
same ones over and over until he is certain that 
he has the right answers. So it is with Blue Shield. 
The same questions keep reappearing, calling for 
new ways to give the same answers. Here are a 
few of those most often asked, with Blue Shield’s 
attempt to find answers that will be clear to 
everyone. 


ARE BLUE SHIELD AND BLUE Cross THE SAME? 

No. Blue Shield is a plan sponsored by the 
medical profession which helps the subscriber pay 
for in-hospital and out-of-hospital professional 
services of doctors of medicine, and may pay the 
full bill if the subscriber is entitled to service 
benefits (in a low income group). It pays the 
doctor directly, if he is a participating physician. 
Blue Cross is a companion plan sponsored by 
hospitals which provides coverage for most in- 
hospital expenses, with variable allowances for 
room charges and other rather broad coverage for 
most hospital “extras.” 


Am I A PARTICIPATING PHYSICIAN? 

You are if you are a Florida licensed doctor 
of medicine who has entered into an agreement to 
accept from Blue Shield as payment in full those 
covered professional services rendered to sub- 
scribers whose income falls within the limits 
specified in the subscriber’s contract. If the sub- 
scriber’s income exceeds these limits, the physi- 
cian may charge the fee he deems appropriate, but 
the payment made by the Plan shall apply toward 
the total fee. 


How Do I Know Tuart A PATIENT Is ENTITLED 
To SEervicE BENEFITS? 

In the traditional physician-patient relation- 
ship, and at the time professional services are 
arranged for, you should determine whether the 
total annual income of the subscriber, including 
any income of all covered dependents, falls with- 
in the limits set by the type of contract held by 
the subscriber, shown on his identification card 
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Te Plan will enter this relationship upon re- 
quest in case of dispute. 


Witt Biue SHIELD Pay More THAN OnE Doc- 
Tor ON THE SAME CasE WHEN It Is MEDICALLY 
N=CESSARY? 

Under certain conditions. In most cases, Blue 
Shield will pay only the physician in charge for 
surgical, obstetrical or medical care rendered in 
any one hospital admission. When, however, two 
or more doctors treat separate and completely un- 
related conditions covered under the contract dur- 
ing one hospital admission (concurrent or con- 
comitant care), the Claims Committee, comprised 
of practicing physicians, will review information 
from the doctors involved and may authorize pay- 
ment to more than one doctor. 


Wuy Are Hospitat Stays PrimMarity For 
Driacnostic Purposes Not CovERED? 

Primarily because the rate necessary to meet 
the additional claims would be higher than most 
subscribers would be willing to pay if diagnostic 
expenses were included among the benefits. Theo- 
retically it is possible to write coverage for every 
conceivable expense in connection with an illness, 
but few people would be able to afford it. 


UNDER WHAT ConpDITIONS ARE BLUE SHIELD— 
BLuE Cross CONTRACTS CANCELLED? 

Only for fraud or failure to pay the required 
fees. No Blue Shield or Blue Cross contract in 
Florida has ever been cancelled because of age, 
health condition or utilization. 


Wuy Must Doctors’ Servic—E Reports BE 
FILLED IN COMPLETELY AND PROMPTLY SuB- 
MITTED? 

Primarily in order that the doctor may be 
paid without delay. If all required information is 
not included, it is frequently necessary to return 
the report to the doctor requesting the additional 
information, causing delay in payment, extra time 
and work for the doctor and additional adminis- 
trative costs to the Plan. 


Witt Brive SuHrIEtD-BiueE Cross PROVIDE 
“Major MepicaL” TyPE oF COVERAGE GREATER 
THAN THAT Now OFFERED IN THE Basic Con- 
TRACT? 

Yes. Beginning the first of the year groups 
with 15 or more employees will be offered an Ex- 
tended Benefit or a Master Medical Endorsement 
to their basic Blue Shield—Blue Cross contracts 
which will provide greater coverage than they 
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have been able to obtain previously. If the mem- 
bers of a group wish additional days’ coverage 
and higher limits, but are not inclined to pay the 
higher cost of either endorsement, they will have 
the option of taking the Blue Shield “A” type 
contract. 


Witt Bivue SHreLp-BLuE Cross OFFER COVER- 
AGE To GOVERNMENT EMPLOYEES UNDER THE 
RECENTLY ENACTED EMPLOYEES HEALTH BENE- 
Fits Act? 

Until the final agreement is reached between 
representatives of Blue Shield—Blue Cross and 
the Federal Civil Service Commission, it is not 
certain whether the provisions will be acceptable 
to the Florida Plans. Final decision as to partici- 
pation will be made by the Florida Medical As- 
sociation’s House of Delegates. We hope that 
Blue Shield will be able to participate, and every 
effort will be made to have the Doctors’ Program 
available as a choice to federal] employees. 


Is ANYTHING BEING DoNE TO PROVIDE COVERAGE 
For THE AGED? 

Very definitely. (1) Blue Shield and Blue 
Cross have provided protection for subscribers 65 
years of age and over for the last 14 years if they 
have been members of groups. (2) They and their 
eligible dependents 65 years of age have been per- 
mitted to retain membership on a direct pay basis 
when leaving groups regardless of age or health 
condition. (3) On Jan. 1, 1959 the age limit for 
nongroup applicants was removed, with accept- 
ance dependent upon meeting the same under- 
writing conditions as other nongroup applicants. 
A special open enrollment of the aged for a short 
period, with underwriting requirements waived, 
is now under consideration. 


Wuere Can I Get ADDITIONAL INFORMATION ON 
BLUE SHIELD? 

Consult any member of the Board of Direc- 
tors, the Florida Medical Association’s Committee 
of Seventeen or the Physician Relations Repre- 
sentative in your area, or write to Blue Shield at 
Jacksonville to the attention of Mr. H. A. Schrod- 
er, Executive Director. An informational bulletin 
called News Notes is mailed periodically to par- 
ticipating physicians. 

We of Blue Shield hope that you will continue 
to ask questions for by so doing you let us know 
you are interested in your Blue Shield—and we 
believe that sustained interest will provide the 
basis for the future success of the Plan. 
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Dr. J. Graham Smith Jr. of Miami reported 
on the effects of direct sunlight to the skin at the 
12th annual meeting of the Gerontological So- 
ciety held at Detroit the middle of November. 

Sw 

Dr. Leo M. Wachtel of Jacksonville, Presi- 
dent-Elect of the Florida Medical Association, 
was one of the principal speakers at the annual 
meeting of the Florida Hospital Association held 
December 2-4 in Jacksonville. 

a 

Dr. Chas. J. Collins of Orlando was among 
the group of physicians from Florida who were in 
Atlanta the middle of November for the annual 
meeting of the Southern Medical Association. 

a 

Drs. James N. Patterson of Tampa and John 
A. Shively of Bradenton attended the meeting 
of the American Association of Blood Banks held 
in Chicago November 11-14. 

Sw 

Dr. Irwin S. Leinbach of St. Petersburg was 
one of the principal speakers at the annual con- 
vention of the Florida Society for Crippled Chil- 
dren held at Palm Beach the middle of Novem- 
ber. 

a 

Dr. Thomas E. Langley of Eustis has been 
elected medical adviser to the Lake County Unit 
of the American Cancer Society for 1960. 

a 

Dr. Stanley E. Schwartz of Miami Beach has 
been elected president of the Greater Miami 
Chapter of Phi Delta Epsilon national medical 
fraternity. Other officers for the year include Dr. 
Seymour L. Alterman of Miami Beach, vice presi- 
dent; Dr. Morton L. Hammond of Miami, secre- 
tary, and Dr. Milton E. Lesser of Miami Beach, 
treasurer. 

ya 

Dr. Leo M. Wachtel of Jacksonville, Presi- 
dent-Elect of the Florida Medical Association, 
will be in Denver, Colo., January 10 for a meet- 
ing of the Denver Chapter of the American 
Academy of Genera] Practice. He will participate 
in the Symposium on Medical and Surgical Prob- 
tems of Old Folks sponsored by the University 
ot Colorado and Lederle Laboratories. 


Dr. Hawley H. Seiler of Tampa has been re- 
elected secretary-treasurer of the Southern Tho- 
racic Surgical Association which held its annual 
meeting the latter part of November in Biloxi, 
Miss. 


Dr. James N. Patterson of Tampa was in New 
Orleans the last of November where he assisted in 
administration of examinations of the American 
Board of Pathology given at the Louisiana State 
University School of Medicine. 

vw 

The 24th annual session of the International 
Medical Assembly of Southwest Texas is being 
held January 25-27 at the Hilton Hotel in San 
Antonio. Among the 17 speakers is Dr. John D. 
Reeves of Gainesville, Professor and Head of the 
Department of Radiology at the College of Medi- 
cine, University of Florida. 

ra 

Dr. Lee E. Bransford Sr. of Jacksonville has 
been honored by the local Downtown Lions Club 
for his work in the sight conservation program. 
Dr. Bransford is one of the founders of the Club. 

Sw 

Drs. James N. Patterson and William W. 
Trice Jr. of Tampa and Dr. Malcolm B. Burris 
of Lakeland were among Florida physicians at- 
tending the meeting of the American Society of 
Hematology held recently at St. Louis. 

Sw 

Dr. Coy L. Lay of Lakeland has been elected 
chairman of the Lakeland Cancer Committee. 
Serving as committee chairmen will be Drs. John 
P. Collins and Samuel J. Clark, professional edu- 
cation; Dr. Edgar Watson, medical adviser and 
Dr. Frank H. Deland, cytology. All are from 
Lakeland. 

aw 

The Seventh Panamerican Congress of Oto- 
Rhino-Laryngology and Bronchoesophagology is 
being held March 20-23 at Miami Beach in the 
Americana Hotel. Dr. Walter T. Hotchkiss of 
Miami Beach is honorary chairman of the local 
Congress committee. The general chairman is Dr. 
George E. McKenzie of Miami, and heading the 
exhibits committee is Dr. Abraham R. Hollender 
of Miami Beach. 
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Underweight Children Gain and Retain Weight 
with Nilevar® 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study—Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





*Brown,S.S.; Libo, H.W., and Nussb ,A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘Weight Lag’’ in 
Chiidren, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958, 
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“he final date for submitting research re- 
que:ts for grants-in-aid to the Florida Heart As- 
soci:ition is January 15, according to announce- 
meri by Dr. Paul N. Unger of Miami, chairman 
of tie Association’s Research Committee. Recipi- 
ent: of the grants will be announced April 30 
at ‘he annual meeting of the Association being 
helc at the Balmoral Hotel in Miami Beach. 


ya 
Dr. John B. Ross of Jacksonville presented a 
paper entitled “Myocardial Infarction Following 
Blood Donation” at the annual meeting of the 
American Association of Blood Banks held in 
Chicago in November. 
4 
Dr. Carlos P. Lamar of Miami spent two 
weeks at a Medical Congress in Guadalajara, 
Mexico, late in November where he presented 
two papers and participated in a panel discussion. 
aw 
Dr. Sherman B. Forbes of Tampa attended 
the course on “Applied Ophthalmic Pathology” 
at the Grady Hospital in Atlanta on December 
3-4. 
aw 
The Florida Midwinter Seminar in Ophthal- 
mology and Otolaryngology is scheduled for Janu- 
ary 24-30 in the Americana Hotel at Miami 
Beach. Hotel reservations should be made direct 
with the Americana, Singapore, Balmoral or Sea 
Brook at Miami Beach. Special rates apply from 
January 23-31 inclusive. 
aw 
A program on advances in Cardiovascular 
diseases will be held at the Cherry Plaza Hotel, 
Orlando, February 6, at 9:00 a.m. Guest speakers 
will be Dr. Andrew Morrow of the National 
Heart Institute, Bethesda, Md.; Dr. Charles 
Friedberg of Mt. Sinai Hospital, New York City; 
Dr. Harriet Dustan of the Cleveland Clinic and 
Dr. Philip Samet.of Mt. Sinai Hospital, Miami 
Beach. There will be a morning and afternoon 
session. All physicians are invited to attend. 
Additional information : yv be obtained from Mrs. 
Emma Britt, Orange County Heart Association, 
2904 N. Orange Ave., Orlando. 
Sw 
The Second Annual Hillsborough County and 
Suncoast Cardiovascular Seminar has been sched- 
uled for Saturday and Sunday, February 20-21, at 
the Hillsboro Hotel in Tampa. The Seminar is 
jointly sponsored by the Hillsborough County 
Heart Association, Tampa, and the Suncoast 
Heart Association, St. Petersburg. 
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COMPONENT SOCIETY NOTES 








Brevard 


Dr. Cyrus E. Warden of Melbourne has been 
elected president of the Brevard County Medical 
Society for the new year. Dr. Willard H. Bennett 
of Titusville who served as treasurer in 1959 has 
been chosen president-elect. Other officers elected 
at the Society’s annual meeting include Dr. Carl 
J. Arnold Jr. of Cocoa vice president, Dr. John 
M. Gayden of Melbourne secretary and Dr. 
Joseph C. Von Thron of Cocoa Beach treasurer. 


Collier 


Dr. Loral F. Gwaltney of Naples has been 
installed as president of the Collier County Medi- 
cal Society. Dr. Gwaltney was formerly vice 
president. Dr. John C. Garland also of Naples 
has been elected vice president. Other officers 
include Dr. Ethel H. Trygstad, secretary, and 
Dr. William J. Bailey, treasurer, who are from 
Naples. Both were re-elected. 


Dade 


Dr. Franklin J. Evans of Coral Gables has 
been inaugurated president of the Dade County 
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Medical Association. Other officers elected at the 
annual meeting in December include Dr. Willard 
L. Fitzgerald also of Coral Gables as president- 
elect; Dr. DeWitt C. Daughtry of Miami as secre- 
tary and Dr. Paul S. Jarrett of Miami as treas- 
urer. Dr. Daughtry previously served as secre- 
tary. 
DeSoto-Hardee-Glades 

Dr. Harold S. Agnew of Arcadia has been 
elected president. of the DeSoto-Hardee-Glades 
County Medical Society. Chosen to serve with 
Dr. Agnew was Dr. Elmer J. Schmierer also of 
Arcadia as secretary-treasurer. 


Duval 

Dr. Floyd K. Hurt has been installed as 
president of the Duval County Medical Society, 
and Dr. Sidney Stillman who served the Society 
as treasurer last year has been elected president- 
elect. Dr. F. Gordon King has been elected vice 
president, Dr. Albert Rood, secretary and Dr. 
Robert J. Brown treasurer. All are from Jackson- 
ville. 

Hillsborough 

Dr. Linus W. Hewit was inaugurated presi- 

dent of the Hillsborough County Medical Asso- 





Leroy D. Vandam, M.D., Boston, Mass. 
Anesthesiology 

Clarence S. Livingood, M.D., Detroit, Mich. 
Dermatology 

Henry D. Janowitz, M.D., New York, N. Y. 
Gastroenterology 

John G. Walsh, M.D., Sacramento, Calif. 
General Practice 

E. Stewart Taylor, M.D., Denver, Colo. 
Gynecology 

Charles H. Burnett, M.D., Chapel Hill, N. C. 
Internal Medicine 

Peter C. Gazes, M.D., Charleston, S. C. 
Internal Medicine 

Donald D. Matson, M.D., Boston, Mass. 


Neurosurgery 
Frank R. Lock, M.D., Winston-Salem, N. C. 


Obstetrics 





_Announcing The caer ea Meeting 
THE NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


Conference Headquarters — Roosevelt Hotel 
March 7, 8, 9, 


GUEST SPEAKERS 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, 
medical motion pictures and technical exhibits. 


(All inclusive registration fee—$20.00) 

THE CLINICAL CRUISE TO THE WEST INDIES VISITING 
PUERTO RICO, VIRGIN ISLANDS, MARTINIQUE, BARBADOS, 
TRINIDAD, CURACAO AND HAITI 
Leaving March 12 from Port Everglades, Florida, and returning March 25, 1960. 
For information concerning the Assembly meeting and the cruise write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 


10, 1960 


Trygve Gundersen, M.D., Boston, Mass. 
Ophthalmology 

Carroll B. Larson, M.D., Iowa City, Ia. 
Orthopedic Surgery 

John J. Conley, M.D., New York, N. Y. 

w, A.D, Anders 


Anderson, M.D., Miami, Fla. 

Patholog 

Franklin i. Top, M.D., Iowa City, Ia. 
Pediatrics 

Raymond J. Jackman, M.D., Rochester, Minn. 
Proctology 

David G. "pa M.D., Rochester, Minn. 
Radiolog 

woe P "Cotoock, M.D., Boston, Mass. 

Robert M. Zollinger, M.D., Columbus, Ohio 
Surgery 

George C. Prather, M.D., Brookline, Mass. 
Urology 
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WHEN BLOOD PRESSURE MUST COME DOWN... 





When hypertensive symptoms such as dizziness, 
headache and fainting are frequent enough and 
severe enough to interfere with your patient's activ- 
ity and safety—then it is time to consider the bene- 
ficial actions of Serpasil-Apresoline. Both Serpasil 
and Apresoline lower blood pressure. When the 
Serpasil-Apresoline combination tablet is prescribed, 
blood pressure response is even better. In addition, 
Serpasil contributes favorable calming and heart- 
slowing effects. Apresoline increases renal blood 


flow, decreases cerebral vascular resistance and in- 
hibits the actions of humoral pressor agents. Com- 
bined with Serpasil, Apresoline is effective at a lower 
dosage, thus side effects are apd a serious problem. 








SUPPLIED: Tablets #2 ( d each ing 0.2 mg. of Ser- 
pasil and 50 mg. of Apri. Tablets #1 — ane each containing 
yates 4 ilable on request. 

hydrochloride 


(reserpine and hydralazine hydzochloride IBA) 


2peeen SUMMIT, NEW JERSEY 
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ciation at the December meeting, and Dr. Herbert 
B. Lott was selected as president-elect. Other 
officers elected at the Association’s annual meet- 
ing included Dr. Julien C. Pate Jr., first vice 
president; Dr. Leffie M. Carlton Jr., second vice 
president; Dr. Frank A. Massari, secretary, and 
Dr. Marvin B. Miller, treasurer, who was re- 
elected for another term. All are from Tampa. 


Lake 


Dr. W. Dean Steward of Orlando was princi- 
pal speaker at the November meeting of the 
Lake County Medical Society held at Clermont. 
The subject of Dr. Steward’s discussion was 
cardiac contusions. 


Nassau 


Dr. David D. Bennett Jr. of Callahan has 
been re-elected president of the Nassau County 
Medical Society. Dr. Cecil B. Brewton of Fernan- 
dina Beach has been ;e-elected secretary-treas- 
urer. 

Orange 

“Relationship Between Pharmacists and Phy- 
sicians” was the subject of a panel discussion at 
the November meeting of the Orange County 
Medical Society. The moderator was Arnold Al- 
bert, president, Central Florida Pharmaceutical 
Association. Panelists were Don Evans, Erwin 
Recu and William Mount, prominent Central 
Florida pharmacists. 

Pasco-Hernando-Citrus 

Dr. William H. Walters Jr. of Lacoochee has 

been elected president of the Pasco-Hernando- 


Citrus County Medical Society. Dr. Walters 
served as a vice president last year. Dr. Karl T. 
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Humes of Bushnell and Dr. Warren A. Clark 
of Brooksville have been selected as vice presi- 
dents, and Dr. W. Wardlaw Jones of Dade City 
has been re-elected secretary-treasurer. 


Pinellas 


Dr. Chas. L. Farrington of St. Petersburg 
has been installed as president of the Pinellas 
County Medical Society, and Dr. Walter H. 
Winchester of Dunedin has been elected presi- 
dent-elect. Serving with Drs. Farrington and 
Winchester will be Dr. Edward L. Cole Jr of 
St. Petersburg as first vice president and Dr. 
Samuel T. Register of Clearwater as second yice 
president. Dr. Whitman C. McConnell of St. 
Petersburg was re-elected secretary-treasuri r. 


Sarasota 


Dr. James E. Kicklighter was inaugurated 
president of the Sarasota County Medical Society 
at the December meeting, and Dr. George A. 
Bishopric became president-elect after serving 
the Society last year as secretary. Dr. Thomas 
G. Dickinson has been elected secretary, and 
Dr. Millard B. White has been re-elected treas- 
urer. All are from Sarasota. 


Volusia 


The film and recorded address ‘“Aging— 
A Community Responsibility” by Dr. Louis M. 
Orr of Orlando, President of the American Medi- 
cal Association, was a feature of December meet- 
ing of the Volusia County Medical Society held 
at Ormond Beach. 

Dr. James J. Cunningham of New Smyrna 
Beach has been installed as president of the Soci- 
ety, and Dr. C. Robert DeArmas of Daytona 


(Continued on page 884) 
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they help the cough remove its cause 


These elegant antitussives comprise a group of signifi- 
cantly superior expectorants from which you may select 
the formula best suited for your coughing patient. 


First of all, they have more in common than mere 
delectability to eye and palate: they all include glyceryl 
guatacolate. This remarkable expectorant aids the 
coughing mechanism by increasing the secretion of 
Respiratory Tract Fluid,’ which helps liquefy sputum,’ 
makes bronchial and tracheal cilia more efficient,’ 
and acts as a demulcent.'** Through its effects, all four 
expectorants promote the natural purpose of the cough, 
which is to remove the irritants that cause it.’ 


In addition, the Robins antitussive armamentarium 
provides a choice of widely accepted drugs in various 
combinations with glyceryl guaiacolate for treating 
different kinds of coughs and associated symptoms. For 
antihistaminic effects, there is Dimetane® or prophen- 
pyridamine; for bronchodilation and nasal deconges- 
tion, there are sympathomimetic agents; and for 
suppression of the “too frequent” cough, there is 
codeine or dihydrocodeinone. 


References: 1, Cass, L. J., and Frederik, W. S.: Am. Pract. & Digest Treat. 2:844, 1951. 2. 
Blanchard, K., and Ford, R. A.: Journal-Lancet 74:443, 1954. 3. Hayes, E. W., and Jacobs,L.S.: 4 
Dis. Chest 30:441, 1956. 4. Blanchard, K., and Ford, R. A.: Rocky Mountain M. J., Vol. 52, 


Robitussin® 


Each teaspoonful contains: 
Glyceryl] guaiacolate ncn 100 mg. 


Robitussine A-C 


Each teaspoonful contains: 


Glyceryl guaiacolate .......0.0..100 mg. 
Prophenpyridamine maleate... 7.5 mg. 
Codeine phosphate «ccc 10 mg. 


(exempt narcotic) 


Dimetane° 
Expectorant 


Each teaspoonful contains: 
Parabromdylamine maleate 


CC ) a 2 
Glyceryl guaiacolate umm 100 mg. 
Phenylephrine HCl, USP........... 5 mg. 
Phenylpropanolamine HCl, 

NNR 5 mg. 





Dimetane° 
Expectorant-DC\- 


Each teaspoonful contains the 
Dimetane Expectorant for- 
mula plus Dihydrocodeinone 
bitartente, FEF cree 1B ay, 


(exempt narcotic) 





y 
YU 


No. 3, 1955. 5. Boyd, E. M., and Pearson: Am. J. M. Sc. 2//:602, 1946, A.H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 

















884 





W. B. Saunders 
Company 


DEXTER BOYD, 
Representative 
315 Doris Drive 
Lakeland, Florida 


“When you think of books, think 
of Boyd” 








the » 


A systematic analysis to crys- 
talize your financial goals and 
ambitions. 


a 


1. Personal insurance and estate planning. 


2. Securing mortgage money for your office, 
clinic or home. 


3. Establishing a profit or pension plan for 
your clinic, association, or key employees. 


4. Financing premiums—deposits to fit your 
budget requirements. 
5. Adequately establishing your disability 


income plan. 
6. Planning your Professional Partnership 
Agreement. 
(Write Today for FREE Descriptive Booklet) 


PHYSICIAN’S PLANNING GROUP 
Incorporated 


P.O. Box 10999 St. Petersburg, Florida 
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(Continued from page 876) 
Beach has been elected president- elect. Chosen at 
the November meeting to serve with Drs. Cun- 
ningham and DeArmas were Dr. Carroll M. 
Crouch of Daytona Beach as treasurer and Dr. 
John J. Cheleden of Daytona Beach, who will be 
serving a second term, as secretary. 


Walton-Okaloosa-Santa Rosa 


Dr. Joseph C. Wilson has been elected presi- 
dent of the Walton-Okaloosa-Santa Rosa County 
Medica] Society. Serving with Dr. Wilson this 
year will be Dr. Frederick F. Crews as vice 
president, Dr. William W. Thompson as secretary 
and Dr. Frederic E. Caldwell as treasurer. All 
the officers are from Fort Walton Beach. 





NEW MEMBERS 



























~~ EIGHTY-SIXTH Annual Meeting 
FLORIDA MEDICAL ASSOCIATION | 





April 8-11, 1960 Hotel Robert Meyer; George Washington | 


The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Bennett, Joseph J., West Hollywood 
Bradley, Donald J., Pensacola 
Catanzaro, Santino J., Ft. Lauderdale 
Cox, John M. (Col.), Orlando 
Delgado, Robert E., Orlando 
Edwards, Jefferson R. Jr., Pompano Beach 
Ellis, Woodrow G., Pompano Beach 
Hirsh, John H., Ft. Lauderdale 
Holder, W. Lewis, Ft. Lauderdale 
Monaco, A. Ralph, Panama City 
Montgomery, Brian K., Pensacola 
Olsen, O. Edwin, Orlando 

Wiener, Harvey, Hollywood 
Rapaport, Stanley L., Fern Park 
Shephard, Juddson E., Winter Park 
Simon, Roy L., Ft. Lauderdale 
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Advertising rates for this column are $5.00 per 
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WANTED: Radiologist seeking associate—con- 
cnial Orlando area. Limited volume, currently diag- 
sis only. Some hospital work. Florida license re- 
ired. Write 69-322, P.O. Box 2411, Jacksonville, 


1. 


| —1.0 § 99 





WANT TO PURCHASE: Radium, approximate- 

80 milligrams, 5 and 10 milligram needles. Also 
<rnst applicator. Please quote purchase price. Write 
-356, P. O. Box 2411, Jacksonville, Fla. 


l_om- 





WANTED: Two young associates for General 
Practice. One with training in anesthesia, the other in 
surgery, to be associated with General Practicioner 
with 28 bed hospital. Florida license required. Will 
guarantee suitable associates $1000 per month with 
partnership later. Write 69-352, P. O. Box 2411, Jack- 
sonville, Fla. 





WANTED: Young General Practitioner for asso- 
ciateship with established physician in greater Jack- 
sonville area. General and industrial practice. Write 
69-350, P. O. Box 2411, Jacksonville, Fla. 





FOR SALE: Used medical equipment in excellent 
condition: Microtherm diathermy; medi-sanar ultra 
sound machine, portable; Mattern X-Ray machine; 
Office music system. Write 69-296, P. O. Box 2411, 
Jacksonville, Fla. 





WANTED: Orthopedic surgeon for location in 
northern Florida. Board member or qualified desired. 
Well trained, not completely qualified person would 
be considered. Write 69-344, P.O. Box 2411, Jack- 
sonville, Fla. 
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NEW YORK GENERAL PRACTITIONER: Re- 
tiring very shortly (have surgical and obstetrical 
ratings) desires full or part time institutional position 
in Old Age Home, Rest Home, Sanitarium, etc. Salary 
of no importance, desires to be active. Please contact 
69-354, P.O. Box 2411, Jacksonville, Fla. 


UROLOGIST: Desires to relocate in Florida. 
Board eligible, age 32. Association or group preferred. 
Florida license. Write 69-359, P. O. Box 2411, Jack- 
sonville, Fla. 


NEW DOCTORS OFFICE IN MELBOURNE— 
Pediatrician or General Practitioner: New offices in 
fast growing Melbourne near Missile Base. Pediatrician 
or General Practitioner will start with tremendous 
practice. Write or call Mr. Kelly E. George, Dairy 
Rd., Melbourne, Fla. 





WANTED: Psychiatrist, salary to $15,000. State 
minimum security correctional facility in highly desir- 
able area. Write Chief Medical Officer, California 
Mens Colony, Los Padres, California. 





DOCTOR’S OFFICE: Available soon. Present 
occupant building own clinic. Unusual opportunity fast 
growing town on ocean near Daytona Beach. New, 
attractive ground floor on main street. Reasonable 
lease. Write P.O. Box 6417, Orlando, Fla. 


GENERAL SURGEON: Age 30, board eligible, 
excellent training, Florida license, interested in group, 
partnership or association. Prefer southern part of 
state. Write 69-357, P.O. Box 2411, Jacksonville, Fla. 


FOR SALE: GE X-Ray Fluoroscope 200 MA 
complete diagnostic unit including all accessories. 
Perfect condition 4 years old. Call LOgan 4-3133, 
Fort Lauderdale. 


WANTED: Internist or GP to assume active 
growing practice of present Internist Fort Lauderdale 
area. Available for present value of office equipment. 
Write 69-358, P.O. Box 2411, Jacksonville, Fla. 
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OBITUARIES 


Anna Albertina Darrow 


Dr. Anna Albertina Darrow died at her home 
in Coral Gables on July 22, 1959. She was 83 
years of age. Funeral services and interment took 
place in Fort Lauderdale. 

Born on a farm in Jasper County, Indiana, in 
1876, Dr. Darrow on her twentieth birthday was 
married to Mr. Charles Roy Darrow, and they 
soon decided to study medicine together. After 
two years, she was graduated with highest honors 
from the Kirksville School of Osteopathy, and 
her husband ranked second in the class. Using 
osteopathy as a steppingstone, they then enrolled 
in the Chicago College of Medicine and Surgery, 
now the Stritch Schoo] of Medicine of Loyola 
University, practicing osteopathy at night and 
studying medicine in the day. Again, she was 
graduated with honors in the class of 1909. When 
she took her Florida State Board examination 
that same year, she made the highest mark ever 
received up to that time. The Darrows entered 
the private practice of medicine in Jacksonville 
in 1910 and rapidly built up a successful practice. 


trademark, brand of Phénformin HCl 


the “full-range” oral hypoglycemic agent 
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In 1912, when Mr. Henry Flagler asked Dr. 
Charles Darrow to become the District Railroad 
Surgeon in the Okeechobee area, the couple eager- 
ly accepted the challenge and for years were the 
only physicians in that undeveloped region. They 
made their home in the new town of Okeechobee 
when streets were not yet laid out and only In- 
dian trails led to it. There Dr. Anna Darrow 
continued to practice for more than a decade 
while her husband, in failing health, devoted 
most of his interests to the drugstore which they 
opened. Armed: with her therapeutic armamen- 
tarium of quinine, calomel, and a kit of homeo- 
pathic drugs presented to her by Mr. Abbott 
himself, this intrepid genera] practitioner rode 
horseback over a radius of 40 miles on her errands 
of mercy and won particular distinction for her 
work with the Seminole Indians of Southern Flor- 
ida. Later, the Darrows practiced in Stuart for 
several years and then moved to Fort Lauderdale, 
where Dr. Charles Darrow died. 


After the untimely death of her husband in 
1926, Dr. Darrow continued to practice medicine 
in Fort Lauderdale for almost a quarter of a cen- 
tury. Art was her avocation, and at the American 
Medical Association convention in 1947 she 





. Safely lowers blood sugar in mild, moderate 
and severe diabetes, in children and adults 


( 


Saghes 
ente ed in the Mead Johnson Contest on the 
then e of “Devotion Over and Above the Call of 
Dut” a picture portraying the dangers she en- 
cour. ered in the snake-infested swamps in the 
cour-e of her practice. This most prized posses- 
sion which won second prize and an award of a 
thousand dollars, she bequeathed to the Broward 
County Medical Association. Locally, she was 
active in the Fort Lauderdale Women’s Club, the 
Fort Lauderdale Business and Professional Wom- 
en’s Club, of which she was a charter member, 
and the Order of Eastern Star. Upon her retire- 
ment in 1949, she made her home in Coral Gables. 

One of the founders of the Broward General 
Hospital, Dr. Darrow was for many years an 
active member of the Broward County Medical 
Association. She was a founder of the South 
Florida branch of the Women’s Medica] Associa- 
tion and remained active in it even after she 
retired. For 46 years she held membership in 
the Florida Medical Association, and she was also 
a member of the American Medical Association, 
the Southern Medical Association and the Ameri- 
can Women’s Medical Association. 

Surviving are a daughter, Miss Dorothy Dar- 
row, of Coral Gables; a son, Richard Gordon 
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Darrow, of Tucson, Ariz.; a grandson, Dr. Kent 
Darrow, of Hollywood, Calif.; and a great-grand- 
daughter. 


Marvin Henry Smith 


Dr. Marvin Henry Smith of Miami died at 
his home in Coral Gables on July 23, 1959, from 
the effects of generalized carcinomatosis. He was 
80 years of age. 


A native of Florida, Dr. Smith was born in 
Umatilla on Dec. 16, 1878. He was graduated 
from the Southern College of Pharmacy and the 
Dixie Business College of Atlanta before attend- 
ing the Atlanta School of Medicine, later Emory 
University School of Medicine, where he was 
awarded his medical degree in 1910. 


Dr. Smith practiced in Jacksonville for 12 
years before moving to Orlando in 1925. After 
practicing there for two years, he went to Miami, 
limited his practice to gastroenterology, and con- 
tinued to practice in that city for 32 years, except 


for the years 1933 to 1935 which he spent in 
postgraduate work in Europe. He also engaged 


(Continued on page 902) 
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ii-inflammatory and antiallergic levels ARISTOCORT means: 


* freedom from salt and water retention 

' virtual freedom from potassium depletion 

‘ negligible calcium depletion 

' euphoria and depression rare 

#no voracious appetite—no excessive weight gain 


* low incidence of peptic ulcer 
* low incidence of osteoporosis with compression fracture 


: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 

; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
: With artstocort all traditional precautions to corticosteroid therapy should be ob- 
ge should always be carefully adjusted to the smallest amount which will suppress 

After patients have been on steroids for prolonged periods, discontinuance must be 

gradually. 

: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 

Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./cc.). 


-ocort 





Priamecimolone LkeDIEI 


4 egry 1. oy S.M., Feinberg, A.R., and Fisherman, 

: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J.I. and Sher- 
an 9 H.: Connecticut Med. 22 :822 (Dec.) 1958. 3. Friedlaender, S. 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167:973 
(June 21) 1958. 11. Hartung, E.F.: J. Flo Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum. Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54:648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.A.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.4.M.A. 
167 :1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. 2 Med. Sc. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.A.M.A. 169:257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A.R.: 
J.A.M.A. 165 :1821 (Dec. 7) 1957. 
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Matpractice Prophglaria 





IF YOU CAN'T SAY GOOD 
ABOUT OTHERS, ‘TIS BEST TO 
SAY NOTHING AT ALL. 





Specialized Seruice 
makes our doctor safer 


, Ht 
MEDICAL PROTECTIVE COMPANY 


Fort WAYNE. INDIANA 


Professional Protection 
since 1899 


MIAMI Office 
H. Maurice McHenry 
Representative 
149 Northwest 106th St. 
Miami Shores 
Tel. PLAZA 4-2703 





ean 
(Continued from page 889) 

in postgraduate study at the New York Post- 
Graduate School and Hospital and the New York 
Polyclinic Medical School and Hospital. Locally, 
he was on the staff and at one time head of the 
Gastro-Intestinal Department of Jackson Memo- 
rial Hospital, and he was a member of the visit- 
ing staff of the Veterans Administration Hospital 
in Coral Gables. He was the inventor of several 
surgical instruments for use in gastrointestinal 
surgery. He was a Mason and a Shriner, and was 
a member of the First Methodist Church of Coral 
Gables. 

A member of the Dade County Medical Asso- 
ciation, Dr. Smith was a life member of the Flor- 
ida Medical Association, having held membership 
for 46 years, and was a member of the American 
Medical Association. He was a founder member 
and past president of the Southern Gastro-Enter- 
ological Association, and was a fellow of the 
American College of Gastroenterology. He was 
also a member of the American Association for the 
Advancement of Science. 

Surviving are the widow, Mrs. Corrie Smith; 
three daughters, one son, two brothers and one 
sister. 





FIVE Stores NOW, to better serve you. 


JACKSONVILLE, ORLANDO, ST. PETERSBURG, TAMPA, GAINESVILLE 


CALL THE MEDICAL SUPPLY MAN! 


Hospital, Physicians and Laboratory Supplies & Equipment 


Medical Supply Company 


of Jacksonville 


JACKSONVILLE 
420 W. Monroe St. 
Telephone EL 4-6661 


TAMPA 
1513 Grand Central Ave. 
Telephone 8-6038 


ORLANDO 


Telephone 


St. PETERSBURG 
Blvd. 1437 Fourth St., S. 
A 4-9765 Telephone OR 1-6055 


GAINESVILLE 
1121 W. University Ave. 
Telephone FR 6-2213 
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q BOOKS RECEIVED 





€urgery in World War Ii, Neurosurgery, Vol- 
ume I. Editor in Chief, Colonel John Boyd Coates, Jr., 
MC: Editors for Neurosurgery, R. Glen Spurling, M. D., 
and Barnes Woodhall, M. D.; Associate Editor, Elizabeth 
M. lMicFetridge, M. A. Pp. 466. Illus. 130. Price, $5.00. 
Washington, D. C., Office of the Surgeon General, Depart- 
ment of the Army, 1958. 


This book is the first of two volumes dealing with 
neurosurgery which are part of the official History of the 
Medical Department, US Army, in World War II. It 
covers administrative considerations and head injuries, 
and Volume II, to be published during 1959, will deal 
with injuries of the spinal cord and of the peripheral 
nerves. In addition to the distinguished editors, there are 
12 outstanding contributors. As in other volumes of the 
official history, there is much in this story of military 
neurosurgery that is applicable to peacetime practice. The 
administrative section of this volume tells in detail of the 
establishment and operation of neurosurgical centers 
specially equipped and staffed with the best neurosurgical 
talent available—the efficient administrative set-up which 
enabled the professional skills of all concerned to be em- 
ployed to the best advantage. It also tells how existing 
shortages in personnel were overcome by a program of 
rapid specialized training of carefully selected, already 
well trained general surgeons. Included in the discussion 
of head injuries in the second section of the book are (1) 
the management of acute craniocerebral injuries due to 
missiles; (2) penetrating wounds of the cerebral ventri- 
cles; (3) blast concussion and cerebral injuries due to 
explosion waves; (4) clinicopathologic aspects of fatal 
missile-caused craniocerebral injuries; (5) cranioplasty; 
(6) post-traumatic epilepsy; (7) speech disorders result- 
ing from gunshot wounds of the head and neck, and (8) 
infections following acute gunshot wounds of the brain. 


Diseases of Metabolism. Detailed Methods of 
Diagnosis and Treatment. By Garfield G. Duncan, M.D. 
Ed. 4. Pp. 1104. Illus. 226. Price, $18.50. Philadelphia, W. 
B. Saunders Company, 1959. 


This timely volume affords an unusually practical 
basis for the understanding and treatment of all the 
various metabolic disorders commonly met in daily 
patient care. The 22 eminent authorities who contributed 
to it made every effort to include not only practical 
management measures but basic background material as 
well. Here in this thoroughly revised and up-dated fourth 
edition may be found the most recent concepts of 
metabolic care, and there are new chapters on Glycogen 
Storage Disease, Idiopathic Galactosemia, Protein Metabo- 
lism, Lipid Metabolism, Obesity, and Water Balance in 
Health and Disease. Handy charts of energy and vitamin 
requirements, normal growth patterns, height and weight 
standards, and special diets give valuable data at a 
glance. The book can be used profitably by almost any 
physician or specialist. 


Nursing Home Management. By Ralph C. Wil- 
liams, B.S., M.D., Margaret Bull Armstrong, R.N., J. 
Fred Gunter, B.B.A., Edith McCulloch, R.N., and Jack 
Stiller. Pp. 224. Illus. 75. Price, $8.50. New York, F. W. 
Dodge Corporation, 1959. 


The problems of providing care and residence for the 
growing numbers of aged and chronically ill are treated 
with skill and compassion in this first handbook ever 
published on nursing home organization, management and 
operation. This carefully produced work outlines con- 
siderate, efficient standards that merit official and per- 
sonal approval anywhere in the world. Whether the 
institution is intended primarily as a resident home for 


907 


the elderly, or is more specifically geared to the treatment 
of disabilities and chronic diseases, its administrator will 
find the contents offering direct and practical help in his 
daily operations. Included is an enlightened discussion of 
the needs and problems of the elderly, and how to help 
them attain the satisfactions which are so vital to their 
well-being. Nursing home owners and administrators, 
nursing school instructors and students, federal and local 
health and welfare department personnel, charity groups 
and foundations, and registered nurses and others prepar- 
ing to open nursing homes will find the book a valuable 
aid. 

This handbook is the culmination of much of the 
experience of the authors, authorities in the fields of 
public health, medicine, nursing care and administration. 
They are: Ralph C. Williams, B.S., M.D., Director, Divi- 
sion of Hospital Services, State Department of Public 
Health, Atlanta, Ga.; Margaret Bull Armstrong, R.N., 
Director of Nursing Services, Thomas Memorial Hospital, 
South Charleston, W. Va.; J. Fred Gunter, B.B.A., As- 
sistant Administrator, Kennestone Hospital, Marietta, Ga.; 
Edith McCulloch, R.N., now retired, formerly Director 
of Nurses at Kennestone Hospital, and Jack Stiller, Chief 
of Licensure, Division of Hospital Services, State Depart- 
ment of Public Health, Atlanta, Ga. 


Hypertension. The First Hahnemann Symposium 
on Hypertensive Disease. Edited by John H. Moyer, 
M.D. Pp. 790. Price, $14.00. Philadelphia, W. B. Saunders 
Company, 1959. 


An excellent summation of what is currently known 
about the origin, pathology, diagnosis and treatment of 
hypertension, this book embraces all the practical in- 
formation to come out of the Symposium on Hypertension 
held at Hahnemann Medical College in December 1958. 
Ninety-one eminent clinicians, surgeons and _ researchers 
from this country and abroad relate what they have 
learned about the cause of hypertension and how effective 
therapeutic programs can be mapped out. Discussions 
are divided into these subject areas: Pathology and 
Clinical Aspects of Hypertension, Basic Concepts of 
Etiology of Hypertension, Pharmacology of Hypertension 
and Use of Sympathetic Blocking Agents, Role of Salt 
and Diuretics in the Therapy of Hypertension, Surgical 
Approach to Essential Hypertension, Effect of Therapy 
on Prognosis in Patients with Hypertension, and Sum- 
mary: Today’s Recommendations for Drug Therapy of 
Hypertension. All new drug agents, including chlorothia- 
zide and its derivatives, other diuretics and ganglionic 
blocking agents, are fully evaluated. Indications for and 
results of surgical management are carefully explained. 
The book will provide internists and general physicians, 
in particular, with many valuable hints and helps to aid 
them in significantly improving their management of 
patients with hypertension. 


(Continued on page 920) 





THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 


MRS. A. H. DUVALL GLENWOOD, FLORIDA 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 
NICOZOL therapy (the original formula) affords NICOZOL contains pentylenetetrazol 


and nicotinic acid 


prompt relief of apathy. Patients generally look 
better, feel better; become more cooperative, . relief of agitation and hostility: 


cheerful and easier to manage. SCUECL with ceserpine Vablets 
No dangerous side effects. Supply: Capsules « Elixir [A 
PDR 


rad 
DRUG Write for professional sample and literature. see 
Page 669 

C Speciattios peciatties. WINSTON-SALEM 1, NORTH CAROLINA 
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Announcing 


ACTIFED’ 


Decongestant / Antihistamine 


provides symptomatic relief of 
nasal congestion and rhinor- 
rhea of allergic or infectious 


we = 
origin Many patients whose symptoms are inadequately con- 
trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. — in each tep. 
‘ACTIFED’ contains: Tablet Syrup 
‘Actidil’® brand Triprolidine Hydrochloride 2.5 mg. 1.25 mg. 


‘Sudafed”® brand Pseudoephedrine Hydrochloride 60 mg. 30 mg. 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


























DOSAGE 
TABLETS SYRUP (5 ce. tsp.) 
Adults and older children 1 2 ens 
Children 4 months to 6 years of age % 1 times 
Infants through 3 months - % daily 





bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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(Continued from page 907) 


Diseases of the Colon and Anorectum. By 
Robert Turell, M.D. Pp. 1296 in two volumes. IIlustra- 
tions 974 on 634 figures. Price, $35.00 per set. Philadel- 
phia, W. B. Saunders Company, 1959. 

In this authoritative and practical presentation of 
successful diagnosis and treatment measures for the many 
diseases and disorders of the colon, rectum, and anus are 
delineated in explicit detail today’s most effective man- 
agement procedures. Dr. Turell has enlisted the aid of 
82 distinguished teacher-specialists who present the 
technics that have proved most successful for them. 
Valuable background material is given first on anatomy, 
physiology and endocrine factors. Diagnosis is extensively 
covered. The various individual disorders are discussed 
with full information on all aspects of their management. 
Pathology, signs and symptoms, diets, drugs, indications 
for surgery, profusely illustrated step-by-step surgical 
technics, complications and radiotherapy are all described. 
Nearly 1,000 illustrations clarify difficult points of an- 
atomy, pathology and surgical technics. For the surgeon, 
general practitioner and internist as well as for the 
proctologist, gastroenterologist and pediatrician this is a 
work of great usefulness and authority. 


Patient Care and Special Procedures in X-Ray 
Technology. By Carol Hocking Vennes, R.N., BS., 
and John C. Watson, R.T. Pp. 203. Price, $5.75. St. 
Louis, The C. V. Mosby Company, 1959. 

The authors, who are associated with the training 
program in x-ray technology at the University of 
Minnesota, have written a textbook for x-ray technicians 
which defines the technician’s role in the medical team 
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caring for the sick and injured, supplies specific informa- 
tion on patient care in many diverse situations, and 
offers practical technical help for doing many special 
x-ray procedures. It is designed to be valuable in techni- 
cian training programs, to serve as a reference on special 
procedures for the trained technician, and to be an aid to 
the nursing profession in better understanding the prob- 
lems of x-ray technology as it relates to the patients. 

The book doubtless will become an integral part of 
all well rounded teaching programs and should be a 
valuable addition to the thinking technician’s reference 
library. 


The Nature of Retirement. By Elon H. Moore, 
Ph.D. Pp. 217. Price, $4.50. New York, The Macmillan 
Company, 1959. 


The reader of this book benefits from a rare union 
of viewpoints: the intellectual objectivity of an astute 
sociologist, and the compassionate subjectivity of a man 
of advanced years stepping into what he describes as 
“The Fourth State of Life.” As a scholar and sociologist, 
the author bases his study of retirement on detailed 
questionnaires filled out by over 900 retired persons, as 
well as on close consultations with fellow social scientists 
in this important field and countless interviews with 
retired men and women throughout the country. Broad 
in scope and thorough and factual in content, the book 
also reflects the sympathies and affiliations of a man of 
retiring age. All who are interested personally or pro- 
fessionally in the problem of retirement will find this a 
practical, precise, sound and helpful approach to the 
subject. 











MEMBER 


Cinderson Surgical Supply Co. 


ESTABLISHED 1916 


IS PLEASED TO ANNOUNCE THE 
OPENING OF A NEW BRANCH FOR YOUR 
CONVENIENCE LOCATED AT 
729 S.W. FOURTH AVENUE 
GAINESVILLE, FLORIDA 
PHONE FRANKLIN 6-8422 


ST. PETERSBURG — TAMPA — GAINESVILLE 
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HOW KENT BLAZED THE TRAIL 
IN FILTRATION 





A major independent research foundation, 
under Lorillard sponsorship, determined that 
the average puff of cigarette smoke contains 
over 12 billion semi-solid particles. Further 
research revealed that inhaled smoke from 
ordinary cigarettes hasa predomi- 
nant proportion of particles, from 
0.1 to 1 micron in diameter, 
averaging 0.6 micron. 

Ordinary filter fibers are so 
large that they create spaces 
through which the small semi- 
solid smoke particle can easily 
pass. However, in the extraor- 
dinary Kent filter, the fibers are 
mechanically manipulated in 
such a manner as to create a mul- 
titude of baffles and extremely 
tortuous passageways for the 
smoke. This is the “‘Micronite’’ 
Filter. 

Lorillard pioneered research 





of extraordinary ability to decrease smoke 
solids. So—from the very start— Kent blazed 
the trail in filtration. And, today, tars and 
nicotine are lowest in Kent’s history. 

This Kent achievement in the field of fil- 
tration was done without sacri- 
fice of rich tobacco flavor. Kent 
uses only natural tobaccos—the 
finest in the world today—to 
give you real tobacco taste. Kent 
satisfies your appetite for a real 
good smoke. 





If you wouldlike the booklet, for 
your own use, ‘‘The Story of 
Kent,”’ write to: P. Lorillard 
Company, Research Depart- 
ment, 200 East 42nd Street, 
New York 17, N. Y. 














© 1960, P. Lorillard Co. 





into filtration—creating a filter 





Kent filters best 
Jor the flavor you like 


A Product of P. Lorillard Company—First with the finest cigarettes —through Lorillard Research! 
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or diarrhea— 


e.g 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 

“,* provides: supplementary 


os 
‘an diarrhea 


C7 


and soluble proteins, 
extra-dietary vitamin By, 
protective quantities of 


—— >.<, readily assimilated form. 





Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


the diet is faulty, 
the appetite poor, 
or the loss of food 


amounts of vitamins, minerals 


b>, potassium, in a palatable and 
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WOMAN’S AUXILIARY 
TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 


Mrs. Wenpvett J. Newcoms, President.......... Pensacola 
Mrs. Joun M. Butcuer, President-Elect.......... Sarasota 
Mrs. W. Dean StTEwarp, Ist Vice President........ Orlando 
Mrs. LorENzo JAMEs, 2nd Vice President...}/”. Palm Beach 


Mrs, James D. Nixon, 3rd Vice President....Panama City 
Mrs. Assott Y. Witcox, 4th Vice President. St, Petersburg 








Mrs, Tuomas L. Roperts, Treasurer....... Ft. Lauderdale 
Mrs, Max Suter, Recording Secretary........ Jacksonville 
Mrs. Bernarp M. Barrett, Corres. Secretary....Pensacola 
Mrs. Ciype MILter Jr., Parliamentarian......... Pensacola 





Resolutions for the New Year 


Another New Year is here! It is the custom 
for many to stop and take stock of themselves 
at this time. It is also a custom for many to 
make “New Years’ Resolutions,” some of which 
are kept and many of which are broken. The 
Woman’s Auxiliary is going to take stock of itself 
and perhaps make a few resolutions with the 
hope that none of them will be broken. 

We are naturally very proud of our many 
accomplishments. In the past it has been our 
privilege to aid you in certain legislative diffi- 
culties which have arisen. We were delighted 
when Dr. Ralph Jack described the auxiliary as 
an additional weapon. We hope to be that addi- 
tional weapon when you need our support and 
help in new legislative problems. That shall be 
our first “resolution,” therefore, we will give 
you all the support we can, and will muster the 
“additional weapons.” 

In other years we have tried to respond to all 
your requests for help in various fields of en- 
deavor. This year we have been asked by you 
to support the essays on Free American Enter- 
prise. You will be pleased to note that the Board 
of the Woman’s Auxiliary voted unanimously to 
sponsor these contests in high schools to the best 
of our ability. Our second resolution is to accept 
your requests for help with whole-hearted sup- 
port. 

These two resolutions cover a lot of territory. 
In return we ask only this of you. If you need 
something done that is within our power, ask 
us to do it. Look to the Woman’s Auxiliary for 
your “additional weapons.” 


Mrs. Wendell J. Newcomb 





The Annual Meeting of the Woman’s Auxil- 
iary to the Florida Medical Association will be 
held in Jacksonville at the time of the Annual 
Meeting of the Association on April 8-11. A com- 
plete program will be published in March. 
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ASHEVILLE 


Wm. Ray Griffin Jr. M.D. 
Robert A. Griffin, M.D. 





APPALACHIAN HALL 


Established 1916 





An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, 
cence, drug and alcohol habituaiion. 

Insulin Coma, Electroshock and Psychotherapy are empioved. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina. a resort town. which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en 
suite. 


For rates and further information write Appalachian Hall, Asheville, N. C. 


NORTH CAROLINA 


rest, convales- 


Mark A. Griffin Sr., M.D. 
Mark A. Griffin Jr., M.D. 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT et 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization ic & R 
SAMUEL G. HIBBS, M.D. — PRESIDENT tologic 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- hiatric 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff nlogica 
Trained for Team Approach © Supervised Recreational Program oa ( 

Medical Director Consultants in Psychiatry a 

Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. da— 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. ’ Scien 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. d Ban 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. Cross 
Peter J. Spoto, M.D. Robert Steele, M.D. Shield 
TARPON SPRINGS, FLORIDA - VICTOR 2-1811 ng 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. tal Soc 

Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
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HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


anne 






Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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hatology, Soc. of.... 
th Officers’ Scciety 


strial and Railway Surgeons. * 


Tce 


II ox. cn sensicesccnreces 
Pal. & Otol., Soc. of 


ctive Surgery... 


Fla. Chapter. 


k Science Exam. Board............ 
id Banks, Association 
Cross of Florida, Ine............. 
Shield of Florida, Ince............. 


“7 PBOOCIRESOM..............0<650.0+0055- 


Board 
State 
n., State 
ciation................ 


" Breulosis & Health Assn............. 


Medical Assn. of... *. 
Chap. Arthritis & Rheuma- 


. Am. Urological Assn............... 
heastern Allergy Assn............... 





SCHEDULE OF 


PRESIDENT 
Ralph W. Jack, Miami 


Walter J. Glenn Jr., Ft. Lauderdale 
James H. Putman, Miami... 
George C. Austin, Miami 
M. Eugene Flipse, Miami 
Bruce M. Esplin, Miami 
Chester L. Nayfield, Winter Haven 
Lloyd J. Netto, W. Palm Beach.... 
Lawrence E. Geeslin, Jacksonville 
W. Tracy Haverfield, Miami.......... 
Homer L. Pearson, Jr., Miami 
G. Dekle Taylor, Jacksonville........ 
Elwin G. Neal, Miami Shores 
James B. Leonard, Clearwater..... 
Harry M. Edwards, Ocala ... 
Clifford C. Snyder, Miami ............... 
Don C. Robertson, Orlando............ 
Samuel R. Warson, Sarasota ........ 
Russell D. D. Hoover, W. P. Bch. 
George W. Morse, Pensacola 
C. Burling Roesch, Jacksonville... 
Edwin W. Brown, W. Palm Beach 


P. A. Vestal, Winter Park................ 
Leo L. Foster, Tallahassee 
Mr. C. DeWitt Miller, Orlando.... 
Russell B. Carson, Ft. Lauderdale 
Joseph J. Zavertnik, Miami........... 
Grover C. Collins, Palatka ............ 
A. D. Farver, Miami Beach 
Sidney Davidson, Lake Worth........ 
Ted L. Jacobsen, Clearwater........ 
Madison R. Pope, Plant City . 

Mrs. Idalyne Lawhon, Tampa........ 
Rufus Thomas, New Smyrna Bch 
A. Y. Covington, Starke............... 
Charles F. Tate Jr., Miami.............. 
Ernest A. Lilley, Lakeland.............. 
Mrs. W. J. Newcomb, Pensacola... 


Louis M. Orr, Orlando.................... 


Milford O. Rouse, Dallas, Texas.... 
William R. Carter, Repton, Ala..... 
Luther H. Wolff, Columbus, Ga..... 


John P. Mozur, Miami 

Oscar S. Hilliard, Ft. Oglethorpe, 
Ga. 

Lawrence Thackston, ‘Or’burg, S.C. 

C. P. Wofford, Johnson City, Tenn 

M. M. Copeland, Washington, D.C. 





MEETINGS 


SECRETARY 
Samuel M. Day, Jacksonville... 


A. MacKenzie Manson, Jacks’ville 
Ben A. Johnson Jr., Jacksonville | 
George H. Mix, Lakeland... 
Charles F. Tate Jr., Miami .. 
Jack H. Bowen, Jacksonville 
L. L. Parks, Jacksonville... 
John H. Mitchell, Jacksonville... 
Charles K. Donegan, St. Petersburg 
Edward J. Sullivan Jr., Jack’ville.. 
Sam W. Denham, Jacksonville 
Joseph W. Taylor Jr., Tampa........ 
Richard A. Worsham, Jacksonville 
John A. Shively, Bradenton............ 
John H. Cordes Jr., St. Petersburg 
Bernard L.N. Morgan, Jacksonville 
Matthew A. Larkin, Miami.......... ; 
Merton L. Ekwall, Jacksonville . 
John P. Ferrell, St. Petersburg... 
C. Frank Chunn, Tampa................ 
Thad Moseley, Jacksonville...... 
Wm. A. VanNortwick, Jacksonville 


M. W. Emmel, Gainesville................ 
Wilma Holt, Pensacola See ; 
Mr. H. A. Schroder, Jacksonville 
John T. Stage, Jacksonville........... 
Lorenzo L. Parks, Jacksonville 

George F. Schmidt Jr., Miami 
Richard Chace, Orlando............. ... 
Mrs. E. D. Pearce, Miami...... wre 

Joseph F. McAloon, Hollywood... 

Homer L. Pearson Jr., Miami....... 
Mrs. Maurine Finney, Miami........ 
Mr. R. Q. Richards, Fort Myers... 
N. J. Schneider, Jacksonville.......... 
Allen Y. DeLaney, Gainesville........ 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Max Suter, Jacksonville........ 


F. J. L. Blasingame, Chicago....... 


V. O. Foster, Birmingham................ 
Douglas L. Cannon, Montgomery 
Chris J. McLoughlin, Atlanta....... 


J. Charles McKee Jr., 
Glenn Hogan, Atlanta..............0......... 


S. L. Campbell, Orlando.............. 
Kath. B. MacInnis, Columbia, S.C. 
B. T. Beasley, Atlanta................... 
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ANNUAL MEETING 
Jacksonville, April 8-11, ’60 


| to ville, April 10, 60 


Clearwater, May 13-15, ’60 
Jacksonville, April 10, ’60 
Miami Beach, Oct., 1960 


Miami Bch., May 15-18, ’60 
Miami, April 30, ’60 


Tampa, May 15-18, ’60 
Tampa, April 22-23, ’60 

” ” ” ” ” 
Jacksonville, Apr. 8-11, ’60 


Miami Beach, June 13-17, ’60 
Wash., D. C., Nov. 29-Dec. 2, ’60 


Mobile, Ala., April 21-23, ’60 
Columbus, Ga., May 1-4, 60 
Miami Beach, May 3-7, ’60 
Jcks’ville, March 13-16, ’60 





| N. Orleans, March 21-24, ’60 

















MIAMI MEDICA 


P. L. Dopce, 


therapy, Insulin, 


activities. 
yacht. 


Information on 


Medical Director and President 
1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 | 


Member American Hospital Association 


L CENTER 


M.D. | 


| 
A private institution for the treatment of ner- | 
vous and mental disorders and the problems of |) 
drug addiction and alcoholic habituation. Mod- }}| 
ern diagnostic and treatment procedures—Pscho- | 
I Electroshock, 
Diathermy and Physiotherapy when indicated. |) 
Adequate facilities for recreation and out-door |} 

Cruising and fishing trips on hospital 


Hydrotherapy | 


request 
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Votume XLy] 


NuMBER 7 


ASSOCIATION 


Officers and Committees 


OFFICERS 
RALPH W. JACK, M.D., President.......... Miami 
LEO M. WACHTEL, M.D., Pres.-Elect. . . Jacksonville 
EUGENE B. MAXWELL, M.D., Ist Vice Pres., Tampa 


HENRY L. HARRELL, M.D., 2nd Vice Pres.. .Ocala 
RALPH M. OVERSTREET JR., M.D., 
ee West Palm Beach 


SAMUEL M. DAY, M.D., 


SCCTEIMTY-LICASUTET ... oc ccccccccees Jacksonville 
EXECUTIVE DIRECTOR 
W. HAROLD PARHAM. ........0cscccces Jacksonville 


BOARD OF GOVERNORS 


RALPH W. JACK, M.D.,* Chm., Ex Officio. . .Miami 
RALPH S. SAPPENFIELD, M.D...AL-60....Miami 
REUBEN B. CHRISMAN JR., 

ME eer Coral Gables 
MEREDITH MALLORY, M.D...B-61...... Orlando 
ALPHEUS T. KENNEDY, M.D...A-62....Pensacola 
S. CARNES HARVARD, M.D.. .C-63.... Brooksville 


WILLIAM C. ROBERTS, M.D.. .PP-60.. Panama City 
JERE W. ANNIS, M.D.*..PP-61.......... Lakeland 





LEO M. WACHTEL, M.D.*. . Ex Officio. . Jacksonville 
SAMUEL M. DAY, M.D.*..Ex Officio. . . Jacksonville 
JOHN D. MILTON, M.D...S.B.H.-60........ Miami 
H. PHILLIP HAMPTON, 

(gg A Tampa 
*Executive Committee 
Subcommittees 
1. Editor of The Journal 

SHALER RICHARDSON, M.Do.n .nccscecccccccsesscescsssessessseee Jacksonville 
2. Public Relations Advisory 

EDWARD R. ANNIS M.D., 

Liaison, Organized Labor Miami 
ROBERT F. M.D., News Media... vevseeeee Miami 
W. TRACY HAVERFIELD, be 

Liaison, Florida Miami 





FRANCIS T. HOLLAND, M.D., Rural Health..... Tallahassee 
3. Florida Medical Foundation 











EDWARD JELKS, M.D Jacksonville 
4. Veterans Care 

ROY E. CAMPBELL, M.D., Chim... B? ccccccccconen Palatka 

FREDERICK H. BOWEN, M.D...“AL”. Jacksonville 

ERIC F. GEIGER MD. 5A" ilton 

THOMAS W. DORR mar ei Tampa 

L. WASHINGTON RO OWLEN, nD... ‘Miami 


Committees 


COUNCIL AND COUNCILOR DISTRICTS 


BURNS A. posas 2. 
M. Chm Fort Lauderdale 










First—-PAUL F. Bana .” ase -Pensacola 
Second—ROBERT H. MNCKE ih "M.D.....2-61.... .Tallahassee 
Third—J. MAXEY DELL JR. M.D......3-60 Gainesville 
Fo . RO 5 tona Beach 


Tampa 







“Lak 
Palm Beach 








Eighth—HUNTER B. ROGERS, M.D... 


ADVISORY TO SELECTIVE SERVICE 
FOR PHYSICIANS AND ALLIED SPECIALISTS 


CORREN P. YOUMANS, M.D., — uae Rees Miami 
THOMAS H. BATES, M_D.. Lake City 
FRANK L. FORT, M.D... age Jacksonville 
ALVIN - MILLS, M.D.“C” St. Petersburg 
JOHN D. MILTON, M.D.“D” iami 














ADVISORY TO BLUE SHIELD 




























ROBERT E. ZELLNER, M.D., By asad B-60 a --...-.....---- Orlando 
IRVING M. ESSRIG, M.D... L-60 Tampa 
AERRITT R. CLEMENTS, MD .Tallah 
WHITMAN C. McCONNELL, M.D......C-6 St. Petersburg 
RALPH S. WOLF MDL A = J eee Miami 
ARL ‘= Pensacola 
....J acksonville 
D Fort Myers 
NAL! .M IN, M. * iami 
HENRY L. SMITH JR., M.D......A-62 Tallah 
JOHN J. CHELEDEN, M.D...... ...Daytona Beach 
HUBERT W. OT mg Ne = = SEE Avon Park 
WIN G. NE M.D....... sesssssseeeeeeeeDiami Shores 
CLARENCE W. KETCHUM. M. ‘D.....A-63 Tallah 
HENRY L, HARRELL, M.D......B-63 Ocala 
JAMES R. BOULW. WARE JR., M.D......C-63 Lakeland 


RALPH M. OVERSTREET jR., M.D......D-63....West Palm Beach 


AGING 


Fort Lauderdate 











ALBERT V. HARDY, M.D......B- % — 
CHARLES J. KAHN, M.D.....A- é3 Pensacola 
BLOOD 

JAMES N. PATTERSON, M.D., Chm _. ee 


V. ve ed Se M.D...... _ Wes Palm Beach 
ge ALD SMIT: -60 











an 
Pensacola 
CANCER CONTROL 
GEORGE W. MORSE, M.D., Chm....... e es Pensacola 
3 By ZAVERINIK, M_D.... ety Mian 





ALFON MASSARO, M.D... —_ 
WILLIAM 4 VAN NORTWICK, “M: i) ls | a jacksonel . 
ROBERT F. DICKEY, M.D....... 





CHILD HEALTH 
WARREN A of qpmisan Der ks Com Ri AL-60.....Coral Gables 








GEORGE 'S PALMER Pee ae Tallahassee 
5, 3 Me cl Jacksonville 
OBERT. ¥. uk M. D ona South Miami 
IRVING E. MIKE a. ..._.ce.............. Bradenton 


CIVIL DEFENSE AND DISASTER 








CORREN P. YOUMANS, Chm... Miami 
JOSEPH M. BISTOWISH JR., MD. hind (| ee Tallahassee 
ww karan C. PAYNE JR MD cess | | ES Pensacola 

W. DEAN STEWARD, M.D....... B-61 Orlando 
THEODORE C. KERAMIDAS, M.D.......C-62..........-. Winter Haven 


CONSERVATION OF VISION 


MARION W. HESTER, M.D., Chm....... 5 
EDSON J. ANDREWS, Heo ...AL-60 


ALAN E. BELL, 
LAURIE R. TEASDALE, .D-61... 
WILLIAM J. KNAUER i. mre D.......B- % 











...W est Bake "Beach 
Jacksonville 






GRIEV ANCE 


DUNCAN T. BeEwAN. M.D., Chm 
JERE W. ANNIS, M.D 

WILLIAM C. ROBERTS, M.D 
FRANCIS H. LANGLEY, M.D 
JOHN D. MILTON, M.D 

















LEGISLATION AND PUBLIC POLICY 











H. PHILLIP HAMPTON, M.D., eae SNR inet Tampa 
EDWARD R. ANNIS, M.D.. ; ~_Miami 
CECIL M. PEEK, M.D....... Deo RR West Palm Beach 
GEORGE H. GARMANY, M.D.....A-61 SPERM: Tallahassee 
EDWARD JELKS, M.D......B-6 joahsoneilie 
RALPH W. JACK, M.D. Ex Oniicio M 

SAMUEL M. DAY, M.D. Ex Officio Jacksonville 











